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of hypertension and should be drastically reduced in therapy': * * ade- 
quate protein nutrition today is considered essential for preserving 
maximal vigor and a sense of well-being in the hypertensive patient.* 
Meat, once thought to be contraindicated, now is recognized as an impor- 
tant protein food in the dietary regimen in hypertension. 


High-protein foods do not elevate arterial tension — neither in the 
hypertensive nor the normotensive person. Nor does the specific dynamic 
action of protein make undue demands on the heart.” * * Only in ad- 
vanced hypertension when renal function is seriously impaired, or in 
cardiac emergency episodes, when cardiac disease complicates hyperten- 
sion, is restriction of protein intake below the normal allowance of 60 to 
70 Gm. per day justifiable.* * 


But not only for its high content of biologically top-quality protein 
is meat a recommended daily food in the diet of the hypertensive patient. 
It also goes far toward satisfying the needs for essential B vitamins and 
minerals. Another important feature of meat is its outstanding taste 
appeal and its virtually complete digestibility. 
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e have reported two series',? of over a 
\ \ thousand cases each of acute ap- 
pendicitis, separated by an interval of 
about ten years, showing results of treatment 
in this clinic. The later report, 1943-48, showed 
marked improvement in mortality coincident 
with the introduction of antibiotics and other 
means of protection of the surgical patient. The 
two reports did not concern themselves with 
the problems presented by chronic appen- 
dicitis or with the removal of normal appen- 
dices through diagnostic error. 

It has been the belief in this clinic as in 
others that the protection of the patient with 
acute appendicitis from the serious disease 
peritonitis necessarily entails a certain number 
of diagnostic errors resulting in the removal of 
normal appendices. This, of course, is a result 
of the extremely atypical findings present in 
so many cases of acute appendicitis. We have 
emphasized the belief that the surgeon’s con- 
science need not trouble him provided a com- 
plete history, physical examination, and the 
so-called routine laboratory studies are carried 
out before operation, to be followed by ad- 
ditional studies such as x-ray of the chest, 
ureteral catheterization or electrocardiogram, 
if the basic studies indicate their importance. 
It has been our experience that at times cases 
will be in the wards that have had removal of 
normal appendices. The present study is de- 
signed to find out how large this problem is 


° From the Department of Surgery and the aed 
Hospital, University of Virginia. 


+ Read before the South Carolina Chapter, American 
College of Surgeons, Charleston, S. C., October 19, 
1953. 


in this clinic and how diagnostic error can be 
decreased. This study is particularly apropos 
because of the interest which has recently been 
aroused both in the surgical and lay press in 
regard to unnecessary operations. Hawley has 
made the statement that an incidence of 
greater than 15% of normal appendices ex- 
cised in operations for acute appendicitis is 
evidence of unnecessary surgery. He states? 
that this figure has been used for years by the 
American College of Surgeons and is not 
aware of specific studies on which it is based. 
The difficulty of accepting it as a standard lies 
in the fact that the definitions on which the 
figure is based are not stated. There seem to 
be at least two factors involved. One is a 
purely pathological one based on whether the 
removed appendix does or does not show 
evidence of acute appendicitis. The second is 
a clinical standard based on the uncovering of 
other disease, the preoperative manifestations 
of which may be extremely difficult to differen- 
tiate from those of acute appendicitis. If the 
pathological standard is used the percentage 
of normal appendices removed may rise, and 
correspondingly if the clinical standard is 
used the incidence of normal appendices re- 
moved without cause for the operation will 
fall. 

The present study is based on the operative 
file of the University of Virginia Hospital 
Record Room from January, 1950 to December, 
1952, so that all cases (1001) that have had 
appendectomy are included as contrasted 
with a study only of acute appendicitis. There 
were no deaths in this series. The material 
falls naturally into three groups which present 
differing problems. 
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TABLE I 


CLASSIFICATION OF APPENDECTOMIES 
Appendectomy in the course of 
laparotomy for other disease—the 
“incidental appendectomy” 498 cases 

Appendectomy following known or 

strongly suspected acute appen- 

dicitis earlier—the “interval appen- 

dix” 

Appendectomy with a preoperative 

diagnosis of acute appendicitis or 

possible acute appendicitis 


15 cases 


(a) appendectomy for proven 
acute appendicitis 

(b) appendectomy for  ab- 
dominal pain with the 
pathological findings of 
chronic inflammation, scar- 
ring or disease elsewhere 

(c) appendectomy under the 
diagnosis of possible acute 
appendicitis with the patho- 
logical findings of no dis- 
ease in the appendix and 
no disease elsewhere 


348 cases 


103 cases 


37 cases 


Total 1001 cases 
The present study does not include a con- 
siderable number of cases admitted for ob- 
servation and discharged without appen- 
dectomy. The three groups will be discussed 
separately. 
Of the 498 incidental appendectomies the 
largest number were carried out in connection 
with hysterectomy for leiomyoma of the uterus. 


TABLE II 


CASES WITH INCIDENTAL APPENDECTOMIES 
146 cases 
103 cases 
74 cases 
35 cases 
21 cases 
16 cases 
14 cases 
lo cases 

5 cases 
74 cases 


Leiomyomata uteri (hysterectomy ) 
Bilateral tubal ligation 
Gallbladder disease 

Gastric ulcer 

Ovarian tumor or cysts 

Pelvic inflammatory disease 
Carcinoma of large bowel 
Carcinoma cervix or endometrium 
Gastric malignancy 

Miscellaneous 


Total 498 cases 


The second largest group consists of those - 


carried out on the obstetrical service in con- 
nection with bilateral tubal ligation. The at- 
titude of the Department of Obstetrics and 
Gynecology in this University in regard to 
sterilization has been discussed in a paper by 
Williams and Thornton published over ten 


2 


years ago.4 In that study of 309 cases of 
bilateral tubal ligation the indications for 
sterilization are indicated. 
TABLE III 

INDICATIONS FOR STERILIZATION ® 
Excessive multiparity 
Hypertension and/or nephritis 
Cardiac and vascular disease 
Nervous and mental diseases 
Secondary perineorrhaphy (at delivery ) 
Pyelitis and pyonephrosis 
Miscellaneous causes (1 case each) 


cases 
cases 
cases 
cases 
cases 
7 cases 
cases 


Total 309 cases 

*From Thornton and Williams, Am. Jour. Obst. and 

Gyn. Vol. 42, p. 54, 1941. 

In 178 of this group the appendix was re- 
moved and the statement is made “if the ap- 
pendix is easily available it is removed.” 

The chief interest in the present group of 
incidental appendectomies reported here is the 
occurrence as reported by others of acute in- 
flammation in cases without suspicion that it 
might be present. There was one such case in 
the group of 178 appendectomies coincident 
with bilateral tubal ligation reported by 
Williams and Thornton. Shelley reported the 
occurrence of thirty-three acute appendices in 
a group of 1890 incidental appendectomies. 

TABLE IV 


INCIDENTAL APPENDECTOMIES 
No pathological change 228 cases 
Pathological change 
Acute inflammation 17 cases 
Subacute inflammation 6 cases 
Chronic inflammation 47 cases 
Scarring or obliteration 149 cases 
Lymphoid Hyperplasia 7 cases 
Periappendicitis 25 cases 
Miscellaneous 19 cases 


Total 498 cases 
In the present series of 498 incidental appen- 
dectomies there were 23 cases showing acute 
and subacute inflammation in the appendix. 
That unsuspected acute changes in the appen- 
dix may be found on routine appendectomy is, 
of course, of great interest in connection with 
the progress of acute appendicitis. It is well 
known, for instance, that a certain number of 
cases of acute appendicitis will complain of 
malaise and inappetence over a period of 24 to 
48 hours preceding the onset of pain. Such a 
complaint might be due to very early acute ap- 
pendicitis. The discovery of these abnormal 
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appendices might further suggest that there is 
more acute appendicitis than we are aware of 
and that acute appendicitis may exist and re- 
solve without presenting the localized clinical 
picture of the disease. 

It is also interesting that among the 498 
cases of incidental appendectomies one un- 
expected carcinoma and one carcinoid of the 
appendix were removed. Both of these were 
detected only on pathological examination of 
the removed appendix. The finding of these 
two cases emphasizes further the wisdom of 
incidental appendectomies in connection with 
laparotomy for other disease. 

Of the total group 15 cases were operated 
upon for removal of the appendix following 
the observation of an attack of acute appen- 
dicitis here or elsewhere. Many of these were 


TABLE V 
INTERVAL APPENDECTOMIES 
Pathology Cases Interval 


1%-5 mos. 
1%%-5 mos. 


Subacute inflammation 5 
Chronic inflammation 8 
Lymphoid hyperplasia 

with chronic periappendicitis 

and adhesions ] 3 mos. 
No pathological change 1 2 mos. 
cases treated during the initial illness for local- 
ized peritonitis as a result of appendicitis with- 
out operation.’ It is interesting that of this 
group of 15 cases only one showed no evidence 
of past appendicitis. This was a case observed 
in the supposed acute phase elsewhere and re- 
ferred to this hospital for appendectomy. The 
remaining 14 cases all showed inflammatory 
changes in the appendix, many of them still 
with subacute changes in the appendix. The 
accuracy of the diagnosis in this small group 
of 15 cases suggests at least, although it does 
not prove, the general accuracy of the diag- 
nosis of appendicitis with a peritoneal reaction. 

Group III amounts to 488 cases as has been 
seen from Table I. It consists of those cases for 
which laparotomy was done for abdominal 
pain with a diagnosis of acute appendicitis or 
possible acute appendicitis. They are sub- 
divided into three subgroups: (Table I) 


Subgroup a. Those cases with completely 
accurate diagnosis of acute ap- 
pendicitis. (348 cases ) 

Subgroup b. Those showing scarring or 


chronic inflammation of the 
appendix, or in which disease 
elsewhere was _ uncovered. 
They therefore consist of those 
cases in which a reasonable 
cause for laparotomy existed. 
(103 cases ) 

Subgroup c. Those cases of completely un- 
necessary operations, i.e, a 
normal appendix, and no other 
disease uncovered. 

(37 cases ) 


Obviously the number of diagnostic errors 
of acute appendicitis is 140 (Subgroup b plus 
Subgroup c) out of 488 (Group III) or 28.6%. 
On the other hand if one figures the number 
of operations for appendectomy carried out 
without a proven cause for the operation (Sub- 
group c) the percentage drops to 7.5%. The 
magnitude of this latter figure is in accordance 
with the standards used as acceptable by the 
American College of Surgeons. 


In Subgroup b of Group III the diagnoses 
most frequently encountered are indicated. 
TABLE VI 


GROUP III-b APPENDECTOMIES FOR AB- 
DOMINAL PAIN WITH THE PATHOLOGICAL 


'FINDINGS OF CHANGES IN THE APPENDIX 


OTHER THAN ACUTE INFLAMMATION AND 
APPENDECTOMIES WITH DISEASE ELSE- 
WHERE. 
A. No disease elsewhere: 

Chronic inflammation 

Scarring of appendix 

Lymphoid hyperplasia 

Periappendicitis 

Infestation with oxyuris 

vermicularis 


B. Other disease found: 
Ruptured ovarian follicles or cysts 
frequently with bleeding 
Mesenteric adenitis 
Regional ileitis 
Pelvic inflammatory disease 
Gallbladder disease 
Tubal pregnancy 
Tleocolic intussusception 
Partial obstruction of ileum due 
to adhesion 
Torsion of omentum with gangrene 
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C. It is interesting to note that in the 
37 appendectomies in which other 
disease was found (and in which the 
appendix appeared grossly normal) 
the appendices showed the following 


microscopically : 
No pathological change 10 cases 
Periappendicitis 10 cases 
Scarring or obliteration 7 cases 
Oxyuris vermicularis infestation 4 cases 
Subacute inflammation 2 cases 
Early acute inflammation 1 case 
Chronic inflammation 1 case 
Slight lymphoid hyperplasia 1 case 
Serosal vessels packed with 
lymphocytes 1 case 
Total 37 cases 


If one were to use the pathologic criterion 
offered by study of the appendix alone the 
figure shown above of 28.6% presents a false 
picture of our justification for operation. Al- 
though the possibility of a mesenteric lympha- 
denitis or a ruptured follicle has often been 
considered preoperatively, the frequency of 
cases of atypical appendicitis has led to ex- 
ploration under a diagnosis of possible appen- 
dicitis. It should be noted that in many of these 
missed diagnoses the files of the pathology de- 
partment will contain only a normal appendiv. 


With the background, as stated earlier, of an 
adequate history, physical examination and 
routine laboratory procedure, we do not be- 
lieve that a safe differential diagnosis can be 
made between many of these confusing condi- 
tions and appendicitis. This point of view has 
been expounded in an article® of which one of 
us is co-author. “In approaching the diagnosis 
of appendicitis, the surgeon must consider all 
sorts of causes for right-sided abdominal pain, 
including gastroenteritis, poisonings, the ex- 
anthemata, disease of the urinary tract, rup- 
tured ovarian follicle, mesenteric lymphadeni- 
tis, ectopic pregnancy, cholecystitis, lumbo- 
sacral arthritis, sacroiliac disease, pneumonia, 
pleurisy, coronary disease, meningitis, psycho- 
neurosis and other conditions. Space will not 
permit the detailed discussion of the differ- 


ential diagnosis of all these diseases. Suffice it 
to say that (1) a careful complete systems’ 
history, (2) a complete physical examination 
including a minimal neurologic study, and 
(3) routine laboratory examination including 
a study of the stained blood smear will serve 
to rule out many of the alternative diagnoses. 
Possibly such study will suggest special in- 
vestigations that must be made before some of 
the alternatives can be discarded. A catheriza- 
tion of the right ureter may be indicated or, 
especially in children with atypical elevation 
of pulse, temperature and white cell count, a 
radiologic examination of the lung fields, or, in 
older individuals, an electrocardiogram. The 
surgeon must be particularly alert for an 
alternative condition that will affect the opera- 
tive risk. It is much less serious to operate for 
supposed appendicitis when the disease is a 
ruptured follicle or a blocked ureter than when 
it is a coronary occlusion or pneumonia. 


“It is unfortunate that the question of 
operating under a mistaken diagnosis of ap- 
pendicitis must arise; but there are two reasons 
why it should arise. The first has already been 
mentioned, namely, the atypical and confusing 
picture that actual appendicitis frequently pre- 
sents. The second is the prohibitive risk of a 
mistake in the other direction, that is, the miss- 
ing of a diagnosis of acute appendicitis. Many 
reports indicate the risk of operating for simple 
appendicitis as compared to the risk of peri- 
tonitis arising from appendicitis. In an earlier 
series from this clinic before the introduction 
of chemotherapy and antibiotics, operation for 
simple appendicitis in 829 cases resulted in a 
mortality of 0.24 per cent. The total mortality 
of 240 cases of peritonitis arising from appen- 
dicitis, including localized and general peri- 
tonitis but excluding the contaminated peri- 
toneum, was 13.7 per cent. The risk in the 
neglected case, the case in which the diagnosis 
of appendicitis had been missed either by the 
patient's failure to consult a doctor or by the 
doctor himself, was at that time, therefore, 
nearly sixty times the risk of the diagnosed 
case. In a later series. .... the contrast is less, 
but it is still striking. Even with the aid of 
chemotherapy and antibiotics, the risk of the 
missed diagnoses is thirteen times that of the 
diagnosed case. Such ratios put pressure on the 
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surgeon for appendectomy. No gambler would 
accept such odds on his own life. 


“On account of these two factors, namely 
(1) the difficulty of diagnosis, and (2) the 
penalty of a missed diagnosis of appendicitis, 
it is inevitable that any clinic that sees much 
of acute appendicitis will perform operations 
for the disease when it is not present. Their 
number should not be high. The surgeon can 
accept a wrong preoperative diagnosis with a 
good conscience, provided only that he has 
honestly considered all other possibilities, in- 
cluding especially those that affect operative 
risk, and has seen to it that his patient has had 
adequate preoperative study as outlined above. 
Finally, his conscience cannot be clear unless 
the patient and the patient’s family know the 
truth. It should be noted that an incidental 
advantage of a negative exploration for appen- 
dicitis, the protection of the patient from 
future appendicitis by appendectomy, is not 
listed as a salve to the mistaken surgeon’s 
conscience. It is not mentioned since it can be 
too easy an escape for the surgeon who 
operates after inadequate study.” 


There is no question in our minds that the 
surgeons at the University of Virginia Hospital 
are honest thinkers. Furthermore the terms of 
compensation under the University organiza- 
tion are such that there is no financial pressure 
for increasing the number of operations done. 
Although, of course, there unquestionably is 
such pressure in the case of many surgeons in 
private practice it does not seem fair to us to 
condemn them upon the basis of the patho- 
logic study of the appendices removed. There 
seems to be no black and white measurement 
of the quality of work done. 


It must be made unquestionably clear that 
the comments and figures presented here do 
not mean to imply criticism of the point of 
view of Hawley or of the American College of 
Surgeons. We believe completely in_ their 
motives and we agree that a great many un- 
necessary (and unjustified) operations are 
done. We bring up for question only the 
methods of statistical study and of the stand- 
ards. The experience in proven acute appen- 
dicitis is very great in this institution. During 
one ten year period we encountered two casés 
of proven acute appendicitis every three days. 


In spite of this wide experience we are still 
uncertain how to make a definite diagnosis of 
acute appendicitis in a considerable group of 
cases. We find ourselves unable to use the 
typical clinical picture of acute appendicitis 
as a guide to choice of surgical operation. It 
is our feeling as said earlier that the only way 
to protect the patient from peritonitis is to 
undertake operation on suspicion only. We 
have been fooled too many times both in the 
direction of finding only normal appendices 
and finding unexpected acute appendices. The 
first group, of course, is unfortunate but the 
second is a triumph. From our experience in 
this institution we do not believe that the fig- 
ure cited by Hawley” of one normal appendix 
in thirty appendectomies is really “worthy of 
commendation.” In the first place the number 
of operations is too few and in the second place 
there is no evidence whatever as to how many 
cases were allowed to suffer from peritonitis 
without removing the appendix. Many of the 
figures cited by Hawley are in the same class. 
We would not want to scare surgeons from 
taking out suspected appendices for the sake 
of collecting only a good figure for the relation 
between normal and abnormal appendices re- 
moved. We do not believe this is the secret of 
the problem of treating acute appendicitis. It 
may result in the diminution of unnecessary 
operations while at the same time increasing 
the total hazard of appendicitis by failing to 
remove what may turn out to be a normal 
appendix. We consider it a questionable sort 
of standard for this serious and difficult dis- 
ease. 


While the son of one of us was at school he 
had his appendix removed on the basis of a 
suspicion of the disease. The attitude toward 
this procedure was accepted by the father 
without even a request to see the pathological 
section of the appendix removed or to hear 
from the surgeon whether or not he actually 
had acute appendicitis. The father felt much 
safer to have the appendix out on a suspicion 
than not. 


It is admitted that this sort of problem is a 
difficult one dependent entirely on the judge- 
ment of the surgeon. We admit that the judge- 
ment of some surgeons is bad but we submit 
that, many times, the judgement is correct al- 
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though the appendix may prove to have no 
disease. 


In closing we would like to cite briefly the 
case history of a patient seen and admitted on 
repeated occasions with right lower abdominal 
pain before being subjected to operation. The 
patient was a 17 year old unmarried female at 
the time of her first admission in 1943. From 
1943 to 1951 there were three hospital ad- 
missions alternating with two visits to the 
emergency room. On each occasion the patient 
complained of right lower abdominal cramp- 
ing pain of usually four to twelve hours dura- 
tion and at one time of six days duration. Two 
episodes were associated with initial nausea 
and vomiting. Each time there was tenderness 
to palpation in the right lower abdomen but 
no spasm or masses or rebound tenderness. A 
complete history, systems review, physical ex- 
amination, and basic studies were carried out 
with nothing of significance being uncovered 
except for the above mentioned symptoms and 
findings. Except for the third admission the 
patient was treated conservatively because of 
prompt subsidence of signs and symptoms and 
within a matter of hours had become com- 
pletely asymptomatic. Since her attacks usually 
occurred from one to two weeks following a 
menstrual period it was felt that she might be 
having ovulatory pain. On the third admission 
in May 1951, she presented a picture as de- 
scribed above except that there was persistent 
nausea and aggravation of the right lower ab- 
dominal pain by moving or walking around. 
The patient was carefully watched and_ be- 
cause of the persistence of signs and symptoms 
a diagnosis of possible acute appendicitis was 
made. The patient was operated upon through 
a lower right rectus incision. The appendix 
occupied a retrocecal position and appeared 
grossly normal except for a few “filmy” ad- 
hesions between the terminal ileum, cecum and 
appendix. The uterus, oviducts, and ovaries 
appeared normal. The terminal ileum was ex- 
plored and further exploration and palpation 
of abdominal viscera revealed no abnormali- 
ties. A routine appendectomy was performed. 
The postoperative course was uneventful. The 
pathology report was “Appendix, no patho- 
logical change.” The patient remained asymp- 
tomatic until one year following appen- 


Figure 1. Photomicrograph of cross-section of appendix 
showing infiltration of mucosa by polymorphonuclear 
leukocytes. Patient was a 67 year old white female 
with a history of intermittent right upper abdominal 
pain of five years duration brought on and aggravated 
by ingestion of greasy foods. There was no recent 
acute abdominal pain suggesting acute appendicitis. 
Cholecystectomy and incidental appendectomy were 
performed. The pathology department reported chronic 
cholecystitis with cholelithiasis and early acute appen- 
dicitis. 


dectomy. At that time she was seen again with 
the same complaint of right lower quadrant 
abdominal pain which had subsided com- 
pletely on a return visit twenty-four hours 
later. She was last seen in June, 1953, in the 
dermatology clinic with a contact dermatitis 
but no further abdominal complaints. 


This case has been cited because it illustrates 
one of the frequent problems in connection 
with right lower quadrant pain. It is un- 
questionably clear that it represents unneces- 
sary surgery since the patient has been seen 
since operation with symptoms similar to those 
before appendectomy. It is also clear that 
those who saw her from time to time did not 
complete the workup, that is, the patient 
should probably have had ureteral catheteriza- 
tion and psychiatric appraisal. At earlier times 
when she was seen the pain was so transitory 
that apparently more complete study did not 
occur to those who saw her. At the time of 
appendectomy the pressure for immediate 
operation was, of course, markedly increased 
by continuous and increasing pain and other 
symptoms of gastrointestinal disturbance such 
as nausea. The department has no pride in 
this case but presents it solely because it repre- 
sents a part of the problem. 
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In general this study shows that judgement 
on the accuracy of laparotomy for abdominal 
pain cannot be based only on the pathological 
findings in a removed appendix. For an ac- 
curate estimate of the quality of surgical pro- 
cedure, as detailed a study must be made in 
all series as has been made here. Taken with 
our earlier report? of markedly decreased 
mortality in proven acute appendicitis the re- 
sults of this study are not discouraging to the 
visiting staff of the University of Virginia Hos- 
pital. 
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The emphasis and reliance on mechanical 
resuscitation gadgets, be they laryngoscopes, 
air locks, or rocking beds, in my opinion . in 
more harm than good. In my experience posi- 
tive pressure methods of resuscitation are 
frequently associated with the production of 
emphysema and pneumothorax. Emphasis 
should be concentrated on correcting, before 
and during delivery, the problems that may 
cause asphyxia at birth. The Boston Lying-in 
Hospital is as anxious as any to save more in- 
fants’ lives, but very conservative methods of 
resuscitation have been used. In the past five 
years in 23,967 live births there have been 337 
neonatal deaths, a rate of 14 per 1,000 live 
births. Our policy is to continue our present 
conservative methods until another procedure 
has demonstrated better results. Bloxsom’s neo- 
natal mortality before using his air lock was 
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25 per 1,000 live births, and after a similar 
period during which he used the air lock his 
neonatal rate was 19 per 1,000 live births; com- 
pared to our own results it suggests that an 
approach to Jowering the death rate might be 
better based on obstetric factors rather than on 
mechanical methods of resuscitation. 


Stewart H. Clifford, M. D., 
J. A. M. A. 153:473 Oct. 3, 1953 


The way to keep open-minded is to be 
experimental, to be research-minded. This is 
the great thing, I think, that medical educa- 
tion should strive to achieve. Future doctors 
should be taught in such a way that they do 
ask questions—so that they go on asking 
questions, so that for the rest of their lives 
they are more interested in new questions than 
in old answers. 


Only in that way, I submit, can they main- 
tain a receptive skepticism—a phrase I made 
up and rather like—in judging the new; a 
balance between blind rejection and gullible 
acceptance. Only in that way, I suggest, can 
a continuing repetitive experience with the 
same sorts of diseases and problems be kept 
from becoming routine and dull. Only in that 
way can the doctor really continue to think of 
his patient as a research problem and face him 
in the research manner. And, of course, for 
those men who are fortunate enough in time 
and interest and ability to be able to make a 
positive contribution to knowledge as well, the 
research approach is indispensable. 


Ralph W. Gerard, 
The Epidemiology of Health 
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Childhood Accidents 


Barnes WoopHa Lt, M. D. Anp Jay M. Arena, M. 


n 1952 there were 96,000 deaths from ac- Table 2 

I cidents in this country. The casualty list Causes of Deaths® 
was reported as 9,700,000. In other words, 0 vehicle 134 
one out of 17 persons suffered a disabling ac- i 46 
cident in 1952. In children from one to 14 in- Bicycle 21 
clusive, accidents are responsible for approxi- Suffocation 13 
mately 14,000 deaths annually. In this age Guns Ie 
group accidents take as many lives as pneu- — : 
monia, dysenteries and diarrhea, measles, — 4 
diphtheria, meningitis (of all types), whoop- Crushing 4 
ing cough, scarlet fever and poliomyelitis all Poisoning 2 
combined. Explosion 1 
The concept is widely accepted' that ac- ions _A 
cident control is largely a function of parents. Total 294 
To exercise this function, parents must be *Fireworks and homicidal attempts 


were each responsible for two injuries, 


educated so that they can protect the younger 


child and discipline the older child. The 


causes. 
situational patterns of grave childhood acci- Table 3 
dents show a strong and easily discernible Analysis of Injuries Due to Motor Vehicle Accidents 
trend toward brutal, monotonous repetition. Type of Vehicle 
Since many victims of childhood accidents 
are not hospitalized, the pattern of many Truck 45 
tragedies can not be found in hospital records. School bus 37 
For this reason, all North Carolina newspapers Bus 4 
were surveyed for the twelve month period — z 
from July 1, 1949, through June 30, 1950, in wa -.. 
order to discover the descriptive pattern of all Total 327 
accidents involving children through the age nee No. Injuries 
of 15. Major patterns 
Table 1 Running in front of vehicle 92 
Deaths and Injuries from Childhood Accidents in Collision of vehicles 68 
N. C.—July, 1949 through June, 1950 Running behind parked car 34 
No. No. No. No. No. Vehicle out of control 34 
August 74 57 17 53 21 Fall from moving car 16 
September 32 26 6 20 12 Hit by backing vehicle ee 7 
October 65 44 21 31 34 Recorded as struck by vehicle 19 
39 14 17 29 Miscellaneous accidents 19 
December 48 23 25 27 21 Not knowa 19 
35 13 13 22 Total 
ebruary 47 3 14 17 30 
; nalysis of Injuries Due to Bicycle Accidents 
April 37 16 21 18 19 Sis 
May 33 13 20 23 10 settee 
June 35 30 5 24 11 Automobile 
Total 552 363 189 294 258 Fall from bicycle 3 
*From the Departments of Neurosurgery and Pedi- 
atrics, Duke University School of Medicine and Duke 
Hospital, Durham, N. C. Total 43 
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Mode of Accident Mode of Accident 


Collided with vehicle 7 Shot by companion 8 
Riding on right side, made left turn 7 Found weapon in home 2 
“Struck by vehicle” 5 Hammered bullet 1 
Fell from bicycle 3 Children fighting over loaded weapon 1 
Riding on left side, collision 2 Older person cleaning “unloaded” gun 1 
Rode out of driveway in front of car 2 Duel or fight with playmate 1 
Crossed stop-light, struck by vehicle 2 Loaded gun fell over and discharged 1 
Crossed in front of car 1 Target practice 1 
Riding without a tail light 1 Shooting at rats 1 
Riding on left side of road with no Shot by father 1 
light 1 Shot self accidentally 1 
Unknown 12 Fell and shot self while hunting 1 
Suicide 1 

Total 43 Unknown 4 


Table 5 Total 25 
Analysis of Deaths Due to Drowning Table 7 
Place Analysis of Deaths and Injuries Due to Burns 
Se. Beatie Mode of Accident 
; No. Cases 
River 15 Left alone in home 
Lake 12 Kerosene poured in stove, house P 
Creek 9 burned 8 ai 
Swimming Pool 3 House burned 7 R 
Ditch 2 Oil stove exploded; house burned 3 4 
Home lily pond 1 Trailer burned 2 
Sound 1 Clothes ignited from fireplace 3 
Not known 3 Clothes ignited from trash fire 1 
Clothes ignited from open heater 1 
Total 46 Clothes ignited from dump fire 1 
Mode of Accident Clothes ignited from grass fire 1 
Boat overturned 8 Children dropped match in gas tank 3 
Walked into deep water 7 Can or tank of gasoline ignited 2 
Fell out of boat 5 Playing with matches 1 
Swimming 4 Threw insect fluid in fire 1 
Found in swimming pool 3 Lighted kerosene rag thrown on child 1 
Wading 2 Fell into scalding water 1 
Dived from dock 2 Playing with chemicals 1 “thy 
Dived from bridge 1 Unknown 1 % 
Attempted to cross flooded creek 1 * 
Knocked from trestle by train 1 Total 59 
Fell into ditch 1 Table 8 - 
Fell into home lily pond 1 Analysis of Deaths Due to Suffocation ae 
Fell from foot bridge 1 Mode of Accident Fs 
Fell from river wiring cable 1 Found in bed 4 a ZS 
Not known 8 Found between bed and wall 3 .* 
Caught between sofa and trailer wall 1 “se 
Total 46 Caught between slats of crib 1 . 
Bed clothes over head 1 ¥ : 
Table 6 Choked on toy balloon 1 i 
Analysis of Accidents Involving Firearms Peanut in lung 1 i 
Type of Weapon Buried by mother 1 - 
No. Injuries 
Rifle 10 Total 13 “ana 
Pistol 5 Accidents Due to Miscellaneous Causes ; 
Shot gun 4 Total 38 a a 
Air rifle - The data revealed by this survey of news- : 
45 cal. bullet 1 hildhood id 
3 paper reports on cni accidents occurring 
in North Carolina during 1949 and 1950 ap- a. 
Total 25 parently indicate a true statistical trend. This iy 
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statement is confirmed by the fact that the 
three most common types of accidental injury 
reported herein correspond to the three leading 
causes of fatalities among the 14,000 children 
who met accidental deaths in the United 
States in 1947.1 On the other hand, fatal or 
near-fatal falls, which represent the fifth most 
common cause of accidental deaths in chil- 
dren on a nationwide scale, did not appear to 
command attention in newspapers. 


The seasonal incidence of accidental deaths 
and injuries is portrayed in figure 1. The 
graphs indicate that the preponderance of 
accidental injuries occur during out-of-school 
months. As is to be expected, accidents leading 
to burns and drownings show a strong seasonal 
incidence. 


Briesen’s survey? showed that the highest 
incidence of head injuries due to auto-pedes- 
trian accidents occurred at the age of 6; of 
those due to auto-bicycle accidents, between 
the ages of 11 and 15; and of those due to 
falls, below the age of 16. According to the 
data presented in the present report, 32 out 
of 327 children killed or injured in vehicular 
accidents were 2 years of age or under. Chil- 
dren in this age group were among the victims 
of automobile collisions. They and_ slightly 
older children opened car doors and fell into 
the highway. Children in this age group were 
crushed by cars backing out of garages and 
down driveways. They sat on fenders and mud- 
guards, or played around standing cars that 
were put in motion by unobservant drivers. 


The children involved in bicycle accidents 
were in an older age group; only 11 out of 43 
were below the age of 10, and only 1 child 
(aged 4) was less than 5. Most victims of 
drowning were likewise in this older age group. 
Young children, including those under 5, how- 
ever, were left unprotected in boats or fell into 
shallow water such as ditch water or home 
lily ponds. Children in the younger age group 
were the major victims of burns; 44 out of the 
59 childrén who suffered burns were 5 years 
old or younger. 


The situational pattern of various injuries is 
described in the tables, and the recurring cir- 
cumstances are readily apparent. Children run 
in front of vehicles from behind parked cars, 
and dash into the sides of vehicles They are 


the victims of collisions and are in overturning 
vehicles. They play around vehicles, and are 
injured by inattentive drivers. Children ride 
bicycles on the right side of the road and turn 
left into vehicles coming from behind. They 
are allowed to use lethal weapons without 
training, and to play in the home with loaded 
guns. They are left alone in homes that burn, 
or are allowed to play around open fires in the 
home and outdoors. They may be left un- 
protected in boats or allowed to play near deep 
or shallow water. 


Bowden? has commented upon the fact that 
death by smothering is used as a diagnostic 
wastebasket; however, small children falling 
between the bed and the wall succumb to a 
real form of accidental injury. Finally, the 
play instincts of small children lead them into 
devious patterns of accidental injury that can 
scarcely be foreseen. 


Since home accidents are responsible for 
one-third of the nation’s accident fatalities, 
this then should be stressed in the program of 
safety education for parents, physicians and 
all concerned. These accidents were prevent- 
able because someone or something was at 
fault. 


The medicines and poisons were not kept 
out of reach of children or the medicines were 
not labelled. The electric cords were not in 
good condition. There were open electric 
sockets in which children could stick their 
fingers or tongue or some metal object. The 
attic and basement were not free of oily rags 
and litter. The stair treads were not securely 
fastened down. There were no hand rails on 
the basement stairs. The stairs and hallways 
were poorly lighted. The scatter rugs were not 
fastened down or made slip proof. The radio 
or electric light pull were too near the bath 
tub. The hot radiators and pipes were not 
covered. There was not a gate at the head and 
foot of the stairs to prevent the small child 
from falling downstairs or from climbing up. 
The furniture and lamps were not heavy 
enough and consequently they could easily be 
pulled over. The second story windows were 
not barred to prevent the child from falling 
out. Handles of the frying pans, coffee pots, 
etc. on the stove were not turned away. Clothes 
or toys lying around the floor at night were not 
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put in place. The baby toys were not free of 
splinters and sharp edges and they were so 
small that they could easily be swallowed. The 
pins, needles, matches and table lighters were 
not kept out of reach of small children. The 
firearms were not locked up. The knives and 
pointed scissors were not kept out of reach of 
children. Someone or something was at fault. 

The facts listed above seem obvious and 
perhaps trite. Nevertheless, their very simpli- 
city is the reason for repeated emphasis, for 
despite the efforts thus far, these simple 
omissions or faults cause the greatest number 
of hazards and tragedies. 

Home accidents are caused by environ- 
mental hazards, unsafe actions or a combina- 
tion of both. Environmental hazards include 
faulty design, poor housekeeping and im- 


proper construction, installation and use of 
equipment. Unsafe actions can be traced to 
carelessness, lack of skill, poor health, age, 
lack of proper instruction and those physical 
and emotional conditions which affect habits 
and attitudes. 

The problem is one that can not be solved 
with microscopes and test tubes. Something 
can be done, however, for accidents do not re- 
sult from fate, bad luck or circumstances be- 
yond human control. They can be prevented! 
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Medicine is moving from attempts to cure 
disturbances relatively late to attempts to 
abort them relatively early, or to prevent them 
altogether. Or, if I may paraphrase that, I 
think medicine is moving from surgery to- 
wards internal medicine. 

Let me now hasten to reassure surgeons that 
this does not in my mind mean that surgery is 
done. On the contrary, surgery is ex we 
tremendously; but it is expanding at the peri- 
phery by being able to attack wider and wider 
fields, or more and more intricate and seeming- 
ly inaccessible regions of the body. But note, 
parenthetically, that it is able to do this not by 
any advance in anatomical or pathological 
knowledge, but by advances in functional 
knowledge, physiological and chemical knowl- 
edge. Anesthesia, asepsis, methods of artificial 
respiration, anticoagulants, antibiotics, non- 
reactive prostheses and other special gadgetry 
—these are the things that make it possible for 
surgeons now not merely to go into the ab- 
domen—which was quite a novelty a century 
ago—and into the chest—a novelty of a few 
decades ago—and into the head, but also into 
the heart and into the lungs and so on. 


Ralph W. Gerard, 
The Epidemiology of Health 


Who could know better the essentials of 
medical education than those who are the 
recipients of it and who apply what they 
learned in daily practice? I have talked to 
many physicians in practice and to many fel-. 
lows of the Mayo Foundation. They believe, 
with minor exceptions, that there is much in 
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medical education that is useless, impractical, 
and anachronistic. The defense usually made 
by professional educators is that some subjects 
have for their purpose mental discipline. To 
this I object. Mental discipline should have 
been imposed in preparatory school and in the 
premedical years. What further of this re- 
mains to be done in the professional school 
can be effected better by study of subjects that 
are useful, practical, and timely. 


Edgar V. Allen, J. A. M. A. June 20, 1953 


A furore was created in medical circles 
many years ago when Raymond Pearl pub- 
lished his study of mortality rates in various 
communities. Some of you will recall that he 
had impeccable figures which showed the 
death rate was high in those communities that 
had poorly trained doctors, as judged by their 
background, was lower in communities that 
had better trained doctors, and was still lower 
in communities that had extremely well 
trained doctors. The thing that caused the 
trouble was that it was lowest of all in com- 
munities that had no doctors. 


I do not know what was wrong with the 
statistics, but they make me think of the young 
doctor, just starting practice, who rushed into 
the health office, saying, “Oh, that death 
certificate I signed yesterday, I want it back. 
I made a mistake and signed my name under 
the line where it says, ‘Cause of death, ” 


Ralph W. Gerard, 
The Epidemiology of Health 
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Cleft Lip 


The Surgical Development and Present Status 


Rosert F. Hacerty, M. D.* 


left lip is the result of the incomplete 
C closure of the maxillary and _naso- 
frontal processes during the first trimes- 
ter of pregnancy. The only etiological factor 
for this defect in humans for which we have 
any good evidence is heredity. Probably the 
most complete analysis of this factor was made 
by Fogh-Anderson' whose work was carried 
out in the relatively stable population of Den- 
mark. In that country about one child in 665 
has cleft lip or cleft palate. Of these, about 
254% have cleft lip, 50% cleft lip and cleft 
palate, and 25% cleft palate, the majority of 
the first two categories being males and of the 
third category, females. Ten per cent or more 
of these patients have severe associated mal- 
formations, but the majority of this group are 
stillborn or die shortly after birth. About 25% 
of the children with cleft lip or cleft palate die 
within the first year of life. After the first year 
the mortality is not much higher than that 
found in the population at large. The following 
important facts of genetic prognosis are 
brought to light: (1) In normal parents with 
one defective child, the chance of the next 
child being defective is 4.4. (2) If one pa- 
rent is defective, (and there are no children 
or normal children) the chance of the next 
child being defective is 2.0%. (3) If one 
parent is defective and there is one defective 
child, the chance of the next child being de- 
fective is 14%. We have no proof or even good 
evidence that the cleft defect in humans is due 
to diet, syphilis, parental age, maternal im- 
pressions, intra-uterine trauma, German mea- 
sles or other known disease. 

The pathological anatomy of cleft lip usually 
involves the nose, whether the cleft be in- 
complete or complete, that is, through the floor 
of the nostril. In unilateral cleft lip the nostril 
on the cleft side is more transverse than that of 
its fellow and the nose is correspondingly flat- 
tened. The base of the columnella and septum 
is oblique. The base of the ala is inferior on 


*Department of Surgery (Plastic Surgery), Medical 
College of South Carolina. 


the cleft side and there seems to be an excess 
of tissue in the upper part of the lip with a 
deficit below. For some strange reason the 
cleft appears more frequently on the left side 
than on the right. In the majority of cases in 
which the cleft extends as far as half way 
through the lip, there is little or no muscle 
tissue between the upper angle of the cleft and 
floor of the nostril. According to Veau? the 
types of cleft appear in approximately the 
percentages as shown in illustration #1. From 
this one can see that about three-fourths of 
all cleft lips are unilateral and about half are 
unilateral complete. 

The progress of cleft lip surgery is interest- 
ing to trace, especially if we keep in mind the 
ideals which guide us is repairing this defect 
today. First, bearing in mind that a cleft is re- 
paired for both aesthetic and functional 
reasons, the line of incision should be such 
that (a) the musculature is approximated, 
(b) a flap extends across the free margin of 
the lip below the suture line to prevent notch- 
ing, and (c) the line itself is broken to divert 
the eye of the observer rather than to proclaim 
the defect by a straight and obvious scar. 
Second, the lower third of the upper lip 
should have a generous pout, a very character- 
istic feature of a baby’s mouth and vitally 
necessary to the development of a normal lip. 
Third, the defect of the nostril should be cor- 
rected, and fourth, the cupid’s bow should be 
restored. 

With these criteria in mind we can briefly 
review the progress of several centuries. The 
work of Celsus in the first century, who 
freshened the borders of the cleft, mobilized 
the lip and cheek by undercutting and ap- 
proximated the margins by simple suture, was 
soon forgotten. In the eighteenth century 
escharotics, clamps and bandages were still 
substituted for the rational treatment of the 
ancient physicians. In the nineteenth century 
denudation and approximation of the cleft 
borders in a straight line were carried out at 
first with a resultant flat lip which became 
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Unilateral 27% 


Unilateral complete 48% 


Bilateral i 


Biloteral 18% 


ILLUSTRATION 1 


notched at its free border when the scar con- 
tracted. 

The first recorded improvement upon these 
straight incisions was that of the British sur- 
geon Husson in 1836. He used curved incisions 
with their convexities toward the cleft. When 
these curved lines are approximated, an overly 
long lip is obtained in an attempt at over-cor- 
rection for the eventual scar contracture. A 
slight pout is also produced at the free margin 
of the lip because of the excess of tissue there 
after the widest points of the arcs are ap- 
proximated superiorly. 


Mirault,? in 1844, made one of the greatest 
contributions to lip surgery by swinging a 
triangular flap across the suture line at the 
free border of the lip. This not only reduces 
the notching from scar contracture but also 
gives some fullness to the lower part of the lip 
and partially camouflages the suture line by 


bending it. The principle of carrying a flap 
across a suture line on any free margin is an 
accepted one in plastic surgery and is widely 
used to prevent notching of such free margins 
as the helix of the ear and the margin of the 
eyelid. 

Near the close of the century in 1892 Hage- 
dorn* introduced the rectangular flap tech- 
nique. For the first time the suture line was 
completely broken with elimination of notching 
from scar contracture and restoration of the 
cupid’s bow. In addition an increased fullness 
or pout was secured at the free border of the 
lip. 

Perhaps the greatest contribution to cleft 
lip work in the United States was published 
by V. P. Blair and J. B. Brown in 1930.5 Here 
the Mirault operation, with the triangular flap, 
was outlined with the exactness of architectural 
engineers, and the care of the nose was de- 
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PRIMITIVE: This type of lip repair, which is carried 
out in a straight line through a soft tissue with a free 
border, such as the lip, results in a notching of the lip 
as the scar contracts. The scar line is obvious, the lip 
is flat or even depressed and the cupid’s bow is absent. 


HUSSON, 1836: With the approximation of such 
curved suture lines, the greatest stress is taken up by 
the widest points in the curves, giving a relative full. 
ness or pout to the inferior free border. In addition the 
approximation of curved lines produces a longer line 
of closure than the apposition of straight one, thus 
over-correcting the length of the lip in anticipation of 
its eventual contracture along the suture line. 


MIRAULT, 1884: By swinging a_ triangular flap 

across the suture line at the free border of the lip, not 

only is the notching from the scar contracture greatly 

reduced, but also some fullness or pout is added to the 

lower part of the lip. In addition the suture line is 
partiall, 


y camouflaged by bending. 


HAGEDORN, 1892: The use of a rectangular flap 
across the suture line at the free border of the lip 
eliminates notching from scar contracture, gives the 
best camouflage of the suture line, markedly increases 
the fullness or pout at the free border, and restores 
the cupid’s bow. 


BLAIR, BROWN, 1930: The Mirault operation is 
carried to the ultimate of its possibilities by this per- 
fection of technique. Their handling of the nasal de- 
fect is still the accepted approach to this problem to- 
day. 


LE MESURIER, 1949: This is the ultimate expression 

of all the advances made to date in the correction of 

the lip defect. The curved incisions of Husson and the 
rectangular flap of Hagedorn are combined in an 
ingenious fashion. The suture line is broken, not just 

bent, thus effectively diverting the observer's eye and 
eliminating the possibility of notching secondary to 

scar contracture. A generous pout or fullness of the 

lower lip is provided by both the rectangular flap 

j - (carrying about twice as much tissue as a triangular 
Ww: flap) and by the curved incisions. The cupid’s bow is 

: restored more effectively than in any other operation. 


ILLUSTRATION 2 
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scribed and illustrated so well that it remains 
as the classical approach to the nasal defect 
today. 


This operation became the accepted tech- 
nique of cleft lip repair until Le Mesurier® of 
Toronto presented some of his cases to a 
group of American plastic surgeons and pub- 
lished his technique in 1949. In the care of 
the lip this technique has no equal. Essentially, 
it is accomplished by rotating a rectangular 
flap across the suture line from the lateral side 
of the cleft to the medial. It is similar in this 
respect to the procedure of Hagedorn, but in- 
corporates a technical perfection which Hage- 
dorn never dreamed of. Blair and Brown made 
this statement, “The logic of the Mirault plan 
is that a flap is taken from the upper part of 
the lip where there is excess tissue and im- 
planted in the lower border where tissue is 
most needed.” The Le Mesurier rectangular 
flap, about twice the size of the Mirault 
triangular flap, is just that much more 
effective. In addition the scar line is broken, 
not bent, Husson’s curved incisions are in- 
corporated to give a maximum pout or full- 
ness to the free margin and complete re- 
construction of the cupid’s bow is effected. 

Thus, in reviewing the salient points in cleft 
lip repair, we find the rectangular flap tech- 
nique of Le Mesurier to give a preferable scar 
line, first, because it is a broken one, not just 
bent. The observer's eye is more distracted 
and there is no likelihood of contracture or 
notching of the vermilion border. Second, the 
maximal pout of the lower third of the upper 
lip is produced by this technique, both be- 
cause about twice as much tissue is transferred 
by the use of a rectangular flap as compared 
with a triangular one, and also Husson’s curved 
incisions are used. Third, the cupid’s bow can 
be restored more effectively than by any other 
procedure. Diagrams of these techniques with 
descriptions of their salient features are seen 
in illustration #2. 

In illustration +3 are pictured the first two 
cases which I have had the opportunity to re- 
pair since joining the Surgical Staff of the 
Medical College as plastic surgeon. They are 
selected because they represent a random 
sample, show average results and have the 
longest post-operative period for follow-up. 


Case 1. E. C. from Williamsburg County 
was born on March 14, 1953 with a complete 
unilateral cleft lip (left) and a complete cleft 
palate. No family history of any cleft defects 
or other congenital abnormality was found. 
She was admitted to Roper Hospital on June 
7, 1953 and given a transfusion of 65 cc. of 
whole blood to correct her anemia. On June 
9 the lip defect was closed by the Le Mesurier 
technique. Post-operatively she was again 
transfused with 90 cc. of blood. Her post- 
operative course was uneventful and she was 
discharged from the hospital on June 18. On 
Sept. 16 the accompanying photographs were 
taken. 


Case 2. S. W. from Charleston County was 
born Aug. 2, 1953 with a complete unilateral 
cleft lip (right) and a complete cleft palate. 
No familial history of any cleft defect or other 
congenital abnormality was elicited. She was 
admitted on June 3, 1953 and given 150 cc. of 
whole blood on two successive days because 
of anemia. On June 5 the lip defect was re- 
paired by the method of Le Mesurier. Post- 
operatively this child had an excessive nasal 
discharge with poor healing of the suture line. 
She was discharged on June 18 and returned 
for photographs on Sept. 16. 


The lateral photographs, both pre-opera- 
tively and post-operatively, show an abnormal 
fullness of the upper third of the lip caused by 
the forward displacement of the alveolar arch, 
which has sprung open as a result of the cleft. 
The constant pull of the lip musculature will 
mold this back into position and close the 
alveolar cleft to a great extent. The heavy scar- 
ring in case 2 is associated with a chronic nasal 
discharge which the child still has. Although 
but one type of cleft is shown, the same basic 
technique is used in a modified form in all 
types of cleft lip deformities, both unilateral 
and bilateral. 


The preferable time to close these lip de- 
fects is about three months of age. This allows 
the infant to attain a fair size and precedes the 
ossification of the midfacial bones, which are 
molded into position by the lip musculature 
after the lip closure. To operate earlier is to 
satisfy the parents rather than the child. Al- 
though the growth in three months is not great. 
still the margin of surgical error is reduced. A 
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small discrepancy in an infant will be a large 
one in an adult. To think that one can easily 
correct his mistakes later by revision is quite 
erroneous. The first operation is by far the most 
important one. Scars and deformities can be 
produced by the surgeon untrained in this field 
which will leave the child with the stigma of 
a cleft lip all his life. Typical of these un- 
successful operations are the wide nostril floor, 
the non-pouting flat lip with a notched ver- 
milion, the straight or only slightly curved scar 
line and the complete absence of the cupid’s 
bow. 

Pre-operatively and two weeks post-opera- 
tively, these infants are fed with an Asepto 
syringe, having a short rubber tube attached 
to its tip. Each child is examined by our pedi- 
atric consultant before operation. In case there 
is some contraindication to general anesthesia, 
such as cardiac disease, the operation is carried 
out under local anesthesia. In these cases the 
results are usually less satisfying. The children 
are then followed at regular intervals in our 
Plastic-Surgery Clinic. 

SUMMARY AND CONCLUSIONS 

To the best of our knowledge cleft lip 
(formerly “hare lip” in our more rural past) 
is an hereditary affliction. The progress of 
surgery in this field has been neither rapid nor 


I am told, also, that the scholar, trained to 
read accurately, to think consecutively and 
with infinite care, to record only that which 
before has not been recorded or sufficiently 
interpreted, will find little in a medical 
atmosphere that he can recognize as scholar- 
ship. He will applaud the amazing technical 
proficiency with which the physician’s voca- 
tional training endows him but, if he reads in 
the medical library, he will deplore the 
plethora of redundent material, the _ in- 
coherence, the faulty sentence structure, the 
inexact quotation, and the wretched arith- 
metic. The fault lies, I believe, not greatly with 
the physician himself. He cannot know that 
with which he has never been made ac- 
quainted. The fault can be identified, I be- 
lieve, as one of the blind spots in the eyes of 
those who direct education, including pre- 
medical education: the failure thoroughly to 
ground young students in grammar, rhetoric, 
and composition, the essentials to competence 
in written or spoken exposition. There grows 
from this deficiency an unhappy situation. A 
major part of the contact a physician can 
effect with his patients, his public, and his 


constant. The apposition of the cleft margins 
was first carried out in straight lines, then in 
curved ones. A decisive advance was made in 
carrying a flap (first triangular then rectangu- 
lar) across the line of incision at the free 
border of the lip. The triangular flap method 
was highly developed along with the care of 
the nasal defect. Finally an ingenious combina- 
tion of the curved incisions and the rectangular 
flap now appears to give the best results. 

The preferable time of operation is about 
three months. Until the defect is repaired, the 
use of an Asepto syringe with a short rubber 
tube attached to its tip allows normal feeding 
and growth in these infants. 
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orofessional colleagues is by means of what 
he writes and says; yet he was not taught, 
when he was preparing for the study of medi- 
cine, to write, speak, or refrain from writing 
or speaking. 

Edgar V. Allen, J. A. M. A. June 20, 1953 


I believe in the profession of medicine. I am 
thankful for that improbable chance that, in 
an earlier day, took me out of a school of 
engineering into premedical study. I would 
rather be of the physician’s guild than a fol- 
lower of any other occupation of which I 
know. I believe that no profession offers better 
opportunity for growth in moral and ethical 
stature, for contribution to the welfare of 
society, and for relief of individual human 
suffering. I believe that no profession permits 
the practitioner to approach so closely the 
goals of kindness, loyalty, devotion, ae con- 
secration as does medicine. If I find, as you 
must, flaws in the wide surface of the portrait 
that represents us, I believe them to constitute 
only a challenge to us to strive more diligently 
toward perfection. 

Edgar V. Allen, J. A. M. A. June 20, 1953 
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PROMISE FOR POLIO 


High hopes for the efficacy of gamma glo- 
bulin have met much discouragement after 
last year’s experience. The figures are not yet 
analyzed completely, but impressions are 
pessimistic. 


The next move in the fight against polio- 
myelitis is the use of a vaccine which promises 
much from experimental evidence but needs 
the verification of a wide experience in actual 
use in epidemic areas. Dr. Salk’s vaccine is a 
killed vaccine and has been proven harmless 
and effectively antigenic. The practical pro- 
tection remains to be proven by widespread 
use under field conditions. 

Not all virologists approve of the Salk vac- 
cine, especially those who believe that an 
attenuated vaccine, whenever it might be de- 
veloped from studies in process, will offer 
better and longer protection. But since such a 
vaccine is not in sight, The National Founda- 
tion for Infantile Paralysis is preparing to pro- 
vide funds and ways to give a thorough trial 
to the Salk material. The present plan is to 
vaccinate in a series of three doses about one 
third of all the second-grade children of the 
country before the usual time of the beginning 
of the polio epidemics, and to obtain from 
country-wide statistics information which 
should establish (or discredit) the value of 
the killed vaccine. More extensive use is 
limited by the available supply of vaccine and 
limited, though large, funds. 

South Carolina will participate in this effort, 
which will be directed jointly by the Founda- 
tion and our State Board of Health. Activities 
will begin very soon, and it should be the de- 
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sire of every physician in the state to give all 
possible assistance to an effort which might 
lead eventually to the control of an increas- 
ingly prevalent and terrifying disease. 


BABEL IN BRIEF 

Those of us who have occasion to read charts 
are frequently puzzled by the weird sets of 
abbreviations which spring from the fertile 
time-saving minds of those who work in hos- 
pitals. Further confusion arises from the situa- 
tion in which a set of letters means one thing 
to one service and entirely a different thing to 
another. Such peculiarities are not confined to 
house staffs. They are beginning to appear in 
reputable journals and_ textbooks, and_ the 
reader must have a keen memory and 
imagination to keep pace with his A B C. 

Abbreviation seems to be established as a 
hospital practice, and to try to stem the 
alphabetical tide perhaps would be fruitless. 
However, there should be an agreement 
among all parties as to the meanings intended, 
and there should be a prohibition of freehand 
individual inspiration in the matter of new 
alphabetical terms. There seems to be a need 
for some sort of booklet which might be called 
an abbreviationary, so that the trend to medi- 
cal literary obscurity may be somewhat less 
obscure. 


ANTI — ANTIBIOTICS 
The therapeutic nihilist is now a_ rare 
character. Perhaps he has been replaced by 
the therapeutic annihilator. There must be 
some moderate element which remembers or 
believes that there was a time when patients 
managed to get well without all the expensive 


THe JourNaL or THE SouTH Mepicat. 


therapy of today. It is unfortunate that the 
wonders of our new drugs are often obscured 
by ill-considered use. 


A NEW EDITOR AND A NEW BOARD 

With this issue Dr. Julian Price slips 
voluntarily and gracefully from the editorial 
chair which he has adorned for many years 
and makes room for a new appointee. Dr. 
Price leaves a job well done and goes on to 
new experiences and contributions on the 
Board of Trustees of the American Medical 
Association. That he will be as successful and 
effective there as he has been with The Journal 
here there is no doubt. 

A new editor and a new editorial board will 
strive to publish a Journal which is acceptable 
to the members of the South Carolina Medical 
Association. Without suggestion and criticism 
from these members there must be a consider- 
able amount of guessing and floundering by 
the editorial staff. Therefore comments and 
contributions of all sorts are desired and in- 
vited. 

A few changes in the cover and the type 
have been made in this issue. The possibilities 
for new arrangements and new material are 
endless, and new ideas from all members are 
sought sincerely. 

An editor has said—“To say that the journal 
of a state medical association is as good as its 
editors is also to say that it is only as good as 
the material the members provide for their 
utilization. No matter how well it is staffed 
and managed, no matter how attractive its 
format, its success depends primarily on the 
subject matter provided by the members.”* 
°Shaler Richardson, M. D., Jacksonville, Fla. “The 

Successful State Medical Journal,” JOURNAL OF 
THE MEDICAL ASSOCIATION OF GEORGIA, 
1953. 


COASTAL MEDICAL SOCIETY 

The Coastal Medical Society, composed of 120 doc- 
tors from Charleston, Beaufort, Colleton, 
Dorchester, Allendale, Jasper, and Hampton counties, 
held its November meeting at the Lewisfield Planta- 
tion, Moncks Corner, on Thursday evening, November 
19th at 6:00 P. M. 

The Moncks Corner group were hosts for this meet- 
ing. Speaker at the scientific session was Dr. John 
van de Erve, Jr., of Charleston, who presented a talk 
illustrated with slides on “Recent Advances in 
Dermatology.” 

During the afternoon a fishing party was arranged 
for those members who could come early. Social hour 
began at 6:00 P. M.. followed by the scientific session 
at 7:00. After a buffet barbecue dinner the meetin 
was adjourned by Dr. A. R. Johnston, President, o 
St. George. H. E. Carter, Sec. Treas. 
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Forty Years Ago 
Seneca, S. C. January 1914 
Dr. Robert Wilson reported a budget of 
$34,320. for the next session of the Medical 
College. . . Dr. William Weston called a meet- 
ing of the representative members from the 
county societies to discuss greater efforts in 
behalf of Public Health. . . . The Journal re- 
fused all advertising not accepted by the 
Council on Pharmacy and Chemistry of the 
A. M. A... A paper by Dr. T. G. Croft of 
Aiken was on “Autotoxemia and Acidosis”. . . 
A paper on “What the Spartanburg County 
Medical Society is Doing for the Present 
Pellagra Situation” was presented. . . Abbeville 
County reported a series of meetings with 
‘possum, turkey, and goose suppers. . . Green- 
ville County had established a medical library 

and had passed resolutions on a “black-list.” 


CORRESPONDENCE 


November 18, 1953 
Dr. J. Howard Stokes 
125 West Cheves Street 
Florence, S. C. 
Dear Howard: 

Once upon a time there was in the Journal a very 
lively and widely read column by that eminent 
philosopher, Aero Sakos. Would there be a possibility 
that this most desirable feature might be revived in 
a Journal which comes under the direction of a new 
Editor within a very short time? 

With best regards. 

Sincerely yours, 
J. I. Waring, M. D. 


November 23, 1953 
Dr. J. 1. Waring 
82 Rutledge Avenue 
Charleston, S. C. 
Dear Joe, 

Old Aero Sakos stands ready willing and he hopes— 
able to assist our new editor of the Journal of the 
South Carolina Medical Association. Perhaps with a 
new Editor and a new column, we will once again 
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have a worthwhile Journal. Something certainly lack- 
ing during the past several years. 


Kindest regards, 
J. Howard Stokes, M. D. 


November 28, 1953 
Dr. Howard Stokes 
161 W. Cheves Street 
Florence, S. C. 


Dear Howard: 


You fill my heart with joy, and I am prepared to 
cackle over Aero Sakos at as early a date as may be 
convenient for you. 


Many thanks. 


Kindest regards, 
J. I. Waring, M. D. 


25 November 53 
Dr. J. I. Waring 
82 Rutledge Avenuc 
Charleston, S. C. 


Dear Dr. Waring: 

It has come to my attention that J. Howard Stokes 
is attempting to enter some of his diabolical writings 
in the Journal of the South Carolina Medical Associa- 
tion. When I was still young and innocent in the 
editorial field, I fell into his snare and I would like 
to warn you against him. 

Under the assumed name of Aero Sakos I accepted 
some of his material for publication in the Journal. I 
did not pay much attention to the protests from our 
readers but when the U. S. Postal authorities 
threatened suit for the vile content of his writings. I 
quickly desisted. When there was a great up-surge in 
the progress of our Journal, after we got rid of this 
character, I was proud of the stand which I had taken. 

Please do not fall for the blandishments of this 
American Vishinsky. 


Yours sincerely, 


Julian P. Price, M. D. 


December 1, 1953 
Dr. Julian McCarthy Price, 
117 W. Cheves Street, 
Florence, S. C. 


Dear Dr. Price: 


I am indeed grateful to you for your warning about 
this fellow Aero Sakos, otherwise known as 
Stokeshinsky. As a new editor, I would be very sorry 
to make any miStokes so early in my career. 

Do you think it might be all right to encourage him 
so long as we keep his column on the left side of the 
page and identify it by printing it in some of our 
Lilly-red ink? 

Please keep me advised of his activities. 


Sincerely yours, 
J. I. Waring, M. D. 


N NEWS ITEMS. 


GROUP MAKES PLANS FOR POLIO 
VACCINATION 


COLUMBIA, S. C.—DEC. 14, 1953 


Health, education and medical authorities of South 
Carolina met here Monday with representatives of the 
National Foundation for Infantile Paralysis to lay 
preliminary plans for the polio prevention test pro- 
gram in this state next year. 


Vaccinations in South Carolina—part of the largest 
test program of its kind in medical history—will help 
determine the effectiveness of a new trial vaccine in 
preventing paralytic polio. 


Meeting with Dr. Ben F. Wyman, State Health 
Officer, under whose direction the polio trials will be 
carried out in this state, were: 


Dr. G. E. McDaniel, Dr. C. L. Guyton, Dr. G. S. T 
Peeples and Dr. Hilla Sheriff, all of the State Health 
Department; Dr. Joseph I. Waring, Charleston, chair- 
man of the Polio Committee, and Drs. W. Wyman 
King, Batesburg, and W. M. Hart, Florence, members 
of Dr. Waring’s committee. 


The National Foundation for Infantile Paralysis was 
repre sented by Dr. John Marchand, New York, special 
regional medical consultant; Horace B. Ward and J. 
Paul Taylor, state representatives, and Mrs. Laurence 
L. Smith of Columbia, state women’s advisor. 


Similar planning meetings are scheduled in all 
states before the trial vaccinations of 500,000 to 1,000,- 
000 second grade school children in more than 200 
communities of the nation. The program will first get 
under way the week of Feb. 8 in the South. It will 
be completed everywhere by the first of June. The 
counties or local areas in which the tests will be under- 
taken and the exact dates for these vaccinations are 
not yet determined. 


Local doctors will be asked to contribute their 
services to administer the trial vaccine. They will 
have the volunteer assistance of local nurses, health 
officers, teachers and members of County Chapters of 
the National Foundation. The County Health Officer 
and National Foundation Chapter leaders will co- 
operate to carry out the program, keep records and 
follow up with the necessary checks throughout the 
ensuing “polio season. 

The National Foundation will provide the trial vac- 
cine without cost to participants. Arrangements were 
discussed at the meeting for handling these supplies 
and equipment which the National Foundation will 
send to the State Health Officer, who will facilitate 
the reshipment to selected counties. 

In the designated areas each second grade student 
whose parents request the inoculations will receive 
three “shots” in the arm in the trial study. The first 
two will be one week apart. The third, or “booster 
shot,” will be given at least four weeks after the 
second. The results will be checked during the re- 
mainder of 1954 against the health sane of first 
and third grade children in the same schools, who 
will not have been vaccinated. 


Dr. Jonas E. Salk, Pittsburgh, a March of Dimes 
grantee, developed the new trial vaccine. Every batch 
will be subjected to three rigid, scientific tests for 
safety before it is used. These tests will be made by 
the Laboratory of Biologics Control of the National 
Institutes of Health (a unit of the U. S. Public Health 
Service), by Dr. Salk’s laboratories at the University 
of Pittsburgh, and by each commercial laboratory 
producing the vaccine. 
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Dr. Decherd Guess who was ill in Charleston has 
returned to his home in Greenville. 


Dr. Lucius Cline of Greenville is now at the Naval 
Base at Charleston. 


The Orangeburg Regional Hospital has begun con- 
struction on its new building. 


Dr. Robert Lee Sanders, president-elect of the 
Southern \.edical Association is a South Carolinian 
who left his native heath to settle in Memphis. Born 
near Anderson, he practiced in Anderson for eight 
years before going to the Mayo Clinic and elsewhere. 


Dr. William Weston, Jr. has been elected Chairman 
for District IV of the American Academy of Pediatrics. 


Dr. Wm. Byerly of Hartsville is the 1954 president 
of the Pee Dee Medical Association. 


Ground has been broken for the construction of a 
hospital at Myrtle Beach. 

Recently a bronze marker was placed on the grounds 
of the Colleton County Hospital to designate a group 
of live oaks planted by patients and friends of Dr. 
Riddick Ackerman as a tribute to his many services. 


The Pee Dee Medical Association held its 105th 
annual meeting in Florence on October 15, 1953. A 
symposium on Rheumatic Fever was presented b 
Drs. Peters and Craig of the University of North 
Carolina. 


Dr. F. E. Kredel of Charleston has been reelected 
to the Board of Governors of the American College 
of Surgeons. 


Dr. John Brown of Charleston is now president of 
the South Carolina Society of Anaesthesiologists. 


The Governor of South Carolina has appointed Drs. 
L. Emmett Madden, Dr. Harold Jervey, Dr. A. R. 
Johnston, and Dr. Wm. P. Turner to the State Board 
of Medical Examiners. 


The Greenville Medical Society has arranged for 
a series of six medical forums for the public, beginning 
in January 1954. 


Dr. Bryan Michaux of Dillon is now head of the 
Association of Seaboard Air Line Railway Surgeons. 


. H. L. Lafitte, Allendale, has been elected a 
member of the Board of the South Carolina Tuber- 


culosis Association. 


The Sumter County Medical Society has elected 
Dr. John M. Rhame president. 


Cherokee County is planning construction of a 101 
bed hospital. 


After an absence of 38 years, Dr. R. A. Allgood has 
returned to practice in Pickens. 


Chester County Medical Society held its first an- 
nual Medical Assembly in November. 


Dr. Rudolph Farmer has been elected assistant- 
superintendent and Medical director of the South 
Carolina Sanatarium at State Park. Dr. Wm. H. 
Moncrief, superintendent, will retire in June 1954. 


Dr. Robert Brownlee has returned to pediatric 
practice in Greenville. 


Dr. Norris Hines is the new anaesthesiologist at the 
Anderson Memorial Hospital. 


Dr. Morgan Milford has opened offices for the 
practice of surgery in Greenville. 


Dr. James R. Young, of Anderson, has been re- 
elected a director of the American Cancer Society. 


Dr. Edwin Miller has joined the staff of the Mc- 
Ilwain Clinic in Belton. 


The Ninth District Medical Association held its 
annual meeting in Union in November. Discussions 
centered about infant mortality. Dr. Bray of Columbia 
spoke on Anaesthesia, and an address was made by 
Dr. John Cuttino of Charleston. 


Dr. Robert T. P. de Treville, formerly of Charleston, 
now captain in the air force, was married to Miss 
Janice Suzanne Mundy on November 26 in Washing- 
ton. 


The South Carolina Medical Association was repre- 
sented at the December meeting of the American Medi- 
cal Association in St. Louis by Drs. William Weston, 
Jr., Dr. Robert Wilson, Dr. Julian Price, and Dr. 
C. R. F. Baker. 


DEATH 


J. R. EDENFIELD 


Dr. J. R. Edenfield died suddenly on Nov. 25, 1953. 
Dr. Edenfield, born and reared in North Augusta, was 
graduated from Furman University in 1939, was 

raduated from the Medical College of South Caro- 

= He interned at Roper Hospital at Charleston, 
entered the United States Navy as a lieutenant in the 
medical corps in 1944 and served in the South Pacific 
until 1946. After he came out of the navy he was 
associated with Dr. F. E. Kennedy in the practice of 
medicine. In 1949, he began a separate practice in 
Horse Creek Valley in Aiken County. He was a 
member of the Aiken County Medical Society, the 
North Augusta Baptist church and the American 
Legion Post No. 77, Graniteville. He has served on 
the staff of the Aiken County Hospital. 


GEORGE HENRY ZERBST 

Dr. George Henry Zerbst of Columbia died on 
November 21, 1953. 

He was born in Charleston, a son of George Henry 
and Marion Grumme Zerbst. He attended Charleston 
High School and was graduated from Clemson College 
and the Medical College of South Carolina. 

He interned at Episcopal Hospital, Washington, and 
for a time was surgeon for the Southern Pacific Rail- 
road. He returned to Charleston where he engaged in 
practice for a number of years. 

Dr. Zerbst then became county health officer for the 
State Board of Health, serving in Sumter, Lee and 
Lexington Counties. He also served as director of the 
Division of Industrial Health for the State Health 
Board. 

Because of ill health, he retired from active practice 
a few years ago. During part of the time after his re- 
a however he worked with the Veterans Rating 

ard. 
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BOOK REVIEWS 


Physical Examination of the Surgical Patient, J. E. 
Dunphy and T. W. Botsford, W. B. Saunders Com- 
pany, Philadelphia. Price $7.50. 

his is a fine and complete manual of how to go 
about using one’s five senses in finding out what is 
wrong with the surgical patient. It is a salutary recall 
to the ieadnnieitell principle that the doctor's chief 
tools are his “eyes, ears, fingers, nose and_ brain.” 
Neglect of these with dependence on a multitude of 
laboratory procedures is an all too frequent failing in 
practice today. 

The book is well-illustrated mostly with simplified 
line drawings, some of which are from Homans’ 
classic Textbook of Surgery. But it is completely 
up-to-date, including, for example, the methods of 
obtaining smears for exfoliative cytology. The section 
on the examination of the acutely injured patient 
should be read by all physicians dealing with trauma. 
The index is adequate and there is a short bibliography 
which is useful as a reading list for the student. all 
physicians will find this volume equal to a_post- 
graduate course in surgical diagnosis. 


F. E. Kredel, M. D. 


Anatomy and Surgery of Hernia, L. M. Zimmermann 
and B. S. Anson, Williams and Wilkins Company, 
Baltimore. Price $10.00. 

This is a useful and informative volume for physi- 
cians concerned with the various types of hernia. 
While one might quarrel with the blurb of the pub- 
lisher on the jacket that it contains “complete direc- 
tions for the successful management of every type of 
abdominal hernia,” one is assured by the authors in 
their preface that “full clarity still remains an elusive 
prize.” 

Emphasis is placed on the anatomical factors of the 
various herniations and these are well-illustrated by 
anatomical drawings. Each chapter concludes with 
well-chosen references to the literature. While most 
of the book is concerned with inguinal and femoral 
hernia, there are also chapters on the other types of 
abdominal herniations less commonly encountered. 

The concluding chapter is devoted to the con- 
troversial problems of the medico-legal aspects of in 
guinal hernia. While noting that anatomical factors 
involving congenital predisposition are present in all 
inguinal hernias, direct as well as indirect, they con- 
clude that one cannot deny the possibility of trauma, 
in the form of sudden and excessive abdominal pres- 
sure, resulting in overt hernia. They emphasize the 
difficulty of establishing long duration of the hernia, 
ante-dating an alleged accident, by clinical and opera- 


tive findings. 
F. E. Kredel, M. D. 


Clinical Management of Behavior Disorders in 
Children. Harry Bakwin and Ruth Morris Bakwin— 
Philadelphia and London (W. B. Saunders Co.) 1953 
—Price $10.00. 

This is a new book, not a new edition of the book 
on Psychological Care published by these authors in 
1942. It has the great virtue of having experienced 
practical pediatricians as authors, rather than the 
usual type of people who write on such subjects. 
Hence perhaps, it has a refreshing atmosphere of 
practical observation in those varied circumstances in 
which practicing phvsicians find themselves. Without 
wearing out the word, let us say that this is a practical 
guide with ample description of practical tools. 

There are chapters on growth and development, and 
a critical evaluation of data, all in simple language 
which avoids the vagueness of many other writers. 
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There is found here a very sane approach to mental 
testing, which is regarded with a dubious eye and 
discouraged except when specific indications exist. 
Consideration is given to a wide variety of subjects 
such as rooming-in, hospital care of children, sex- 
instruction and the importance of parents in hospital 
care. There is detailed discussion of the behavior side 
of many specific diseases. 

This is a book which could well be added to the 
shelf of the student or the practitioner who deals in 
any way with children. ; 

. W. 


Peripheral Nerve Injuries—The Principles of Diag-_ 
nosis, by Webb Haymaker, M. Chief, Neuro- 
pathology, Armed Forces Institute of Pathology, Wash- 
ington, D. C. and Barnes Woodhall, M. D., Professor 
of Neurosurgery, Duke School of Medicine, Durham, 
North Carolina. 

In this second edition the book has been vastly 
improved. Standard works are consulted, and the 
illustrative materials from Foerster, Tinel, Pollock and 
Davis, and Kinnier Wilson are used with care and 
discretion. The subject matter is divided into four 
sections, the first dealing with the principles of inner- 
vation, the second with examination of the patient, the 
third with a clinicopathological classification of the 
peripheral nerve injuries, and the general sym- 
tomatology of such injuries, and the fourth with the 
clinical features of individual plexuses and the peri- 
pheral nerve injuries. 

After a quick and accurate survey of the peripheral 
nervous system, examination of the motor functions 
of the body with strict adherence to the part peri- 
pheral nerves play, is taken up. Throughout, pertinent 
illustrations play a prominent part. 

here follows classification of the causes of peri- 
— nerve injuries, and finally the injuries them- 
selves. 

There are few books in which the object is more 
directly approached, and the subject treated more 
succinctly. Here is a book to be kept at the reader's 
elbow and frequently consulted. 


SPARTANBURG COUNTY MEDICAL SOCIETY 
ELECTS NEW OFFICERS 


The following are the newly elected officers for 
the year 1954. 
President—Dr. Charles H. Poole 
Vice President—Dr. James G. Jeanes 
Secretary—Dr. Richard Wilson 
Treasurer—Dr. E. M. Colvin 


Delegates To State Meeting: 

Dr. Fred Adams ( Beginning Jan. 1954) 
has 4 years to serve 

Dr. W. A. Wallace ( Beginning Jan. 1954) 
has 3 years to serve 

Dr. W. C. Herbert ( Beginning Jan. 1954) 
has 2 years to serve 

Dr. D. C. Alford ( Beginning Jan. 1954) 
has 1 year to serve 


Board Of Censors: 
Dr. A. K. Temples—Chairman (1 year to serve ) 
beginning Jan. 1954 
Dr. Avery Phifer—( 2 years to serve ) 
beginning Jan. 1954 
Dr. J. C. Josey—(3 years to serve ) 
beginning Jan. 1954 
Dr. Robert D. Hill was voted by secret ballot the 
Annual Doctor Of The Year Award 1953 for Spartan- 
burg County. The Annual December Dinner Dance 
was held on December 11, 1953. 
George W. Price, M. D. 
President 
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M. L. MEADORS, EXECUTIVE SECRETARY AND COUNSEL 


HEALTH AND ACCIDENT INSURANCE 
STUDIED 

One of the most interesting and informative meet- 
ings of the Pee Dee Medical Society was that held on 
the evening of Thursday, December 17, at Dillon. 
The speaker was Senator W. P. Baskin of Bishopville, 
who discussed the subject of health and accident 
insurance in relation to present laws in South Caro- 
lina. 

Senator Baskin, who is completing his fourth four- 
year term as State Senator from Lee County, has been 
prominent for a number of years in the legislative and 
political circles of the State. Serving first as vice- 
chairman of the Senate Committee on Medical Affairs, 
he later became Chairman, and has held that post for 
several years. In this capacity, Senator Baskin has 
been closely related to medically connected legislation, 
both that proposed and enacted in the State. He has 
been consistently on the side of constructive legisla- 
tion and has proved on more than one occasion, his 
friendship to the medical profession. He occupies the 
unique position of being the only lawyer on the Board 
of Trustees of the Medical College of South Carolina, 
a position held by virtue of his office as Chairman of 
the Senate Committee on Medical Affairs. 

The insurance law of the State has been a matter 
of special interest to Senator Baskin. He headed the 
Joint Legislative Committee which after a lengthy 
study and investigation of the existing statutes, re- 
codified the entire insurance law of South Carolina 
within the past few years. The result was a remark- 
able improvement in the statement and the effect ot 
the provisions of the insurance law. 

Senator Baskin now heads a Committee composed 
of members of the Senate and the House of Repre- 
sentatives, engaged in studying the situation in the 
State with reference to health and accident insurance. 
The scope of the investigation includes an inquiry 
into the financial responsibility, reputation, and gen- 
eral standing of the companies selling this type of 
insurance, the provisions of the policies, the rates of 
premiums charged, and the methods being employed 
in dispensing the coverage. Senator Baskin pointed out 
that while life and fire insurance, and various other 
types of casualty coverage, have long since been 
standardized and, with rare exceptions, most com- 
panies in these fields and their contracts may be re- 
garded as reliable, health and accident insurance is 
comparatively new. In this section of the country, 
particularly, it was introduced within the past few 
years, and its growth has been remarkable and rapid. 
It is, nevertheless, still a matter of experimentation and 
a tempting object of speculation on the part of pro- 
motionally-minded people who think they see in the 
field an opportunity for quick money. It is inevitable, 
therefore, that some unreliable contracts will be 
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placed on the market, and that not every company 
selling accident, health and hospital insurance can be 
recommended. 

The situation has long been recognized by members 
of the legal and medical professions. Too many mem- 
bers of both have had the experience of being forced 
to tell clients or patients, after the loss has occurred, 
that the protection which they thought they had 
bought and paid for, actually did not exist. The 
Legislature is to be commended for taking the 
initiative in the effort to clean up the situation, and 
in the manner in which it appears to be proceeding— 
i.e., through careful, impartial, and thoughtful in- 
vestigation with respect to the various companies 
licensed to sell this type of insurance and the pro- 
visions of the contracts that are being offered in South 
Carolina. 

Senator Baskin pointed out several phases of the 
subject which are receiving special attention and 
which must be carefully regulated in order to bring 
about a desirable situation with respect to this type 
of insurance. Among them were: the pay of the 
agents; misleading advertising, and the use of state- 
ments calculated to mislead the unwary into the be- 
lief that a broader and more complete coverage is 
offered than is actually revealed by the language of 
the policy; exceptions (the practice of including in 
less prominent wording and position, conditions and 
ailments which are excepted from the general pro- 
visions of the policy emphasized in the more con- 
spicious wording); contestability; and the grace 
period. With life insurance contracts there is a uni- 
form grace period of thirty days, regulated by law in 
South Carolina. This does not apply to health and 
accident insurance and, with rare exceptions, no 
grace period is allowed for the payment of premiums 
on these contracts. The contestability feature likewise 
is different. Most life insurance contracts are in- 
contestable after a period of two years. With health 
and accident policies, however, no such standard 
exists. After having paid for health insurance over a 
long period of years, the individual may find when 
he applies for benefits, that he is up against the claim 
that some false or erroneous statement given at the 
time the application was made, renders the contract 
void. A limited time fixed in the policy, within which 
the insurance company might take advantage of such 
defenses should be provided. 

Senator Baskin said that his Committee, along with 
agencies of several other states, is looking into the 
possibility of adopting a uniform health and accident 
insurance policy law—one that would apply to the 
states in general, and as a result of which, complete 
standardization in this field doubtless would be 
reached much more quickly than without it. 

Pointing out that 360,000 people in South Carolina, 
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approximately one-sixth of its population, have hos- 
pital or health insurance of some kind, and that the 
number is growing rapidly, the Senator emphasized 
the necessity of proper legislative regulation of the 
business and the urgent need for full cooperation by 
the medical profession in the effort. It was estimated 
that perhaps 25% of those insured have coverage 
which is actually inadequate. 

A round-table discussion followed Senator Baskin’s 
talk—a_ discussion which was participated in gen- 
erally by the members present, and which proceeded 
in a spirited and interesting vein. A similar discussion 
by Senator Baskin, or some other member of his 
Committee, before other county societies would, un- 
doubtedly, prove highly interesting and profitable. 

It was the consensus of opinion, expressed forcibly 
by several of the physicians, that in order to work 
out a satisfactory situation and to bring about the 
type of insurance coverage in this field which is de- 
sirable, the medical profession needs to police itself— 
that there is much that should be done by some of its 
own members to correct undesirable situations which 
lead to false impressions and dissatisfaction by holders 
of health and accident insurance. 


A. M. A. HOUSE OF DELEGATES 
IN INTERIM SESSION 

The House of Delegates of the American Medical 
Association, meeting at the Jefferson Hotel in St. 
Louis during the Seventh Annual Clinical Session, 
took important policy actions on social security, vol- 
untary health insurance, medical ethics and unethical 
practices, medical education, hospital accreditation, 
military affairs and a wide variety of subjects affecting 
both physicians and the public. 

Approving a recommendation by its Reference Com- 
mittee on Legislation and Public Relations, the House 
passed a resolution reaffirming its opposition to the 
compulsory coverage of physicians under the Old Age 
and Survivors Insurance provisions of the Social 
Security Act and advocating passage of the Jenkins- 
Keogh bills now pending in Congress. These bills 
were described as providing for “the development of 
a voluntary pension program which is equitable, free 
from compulsion, and satisfies the retirement needs 
of physicians.” 

The reference committee report adopted by the 
House said: 

“The purpose of these bills is,to eliminate the dis- 
crimination, and inequities which exist under present 
tax laws by extending the tax deferment privilege to 
the country’s ten million self-employed and also to 
millions of employees who are not covered by pension 
plans. The purpose of the resolution is to reaffirm 
our support of the voluntary pension program pro- 
vided in the Jenkins-Keogh bills and to reaffirm our 
strong opposition to the extension of compulsory 
coverage of physicians and other self-employed per- 
sons under Title II of the Social Security Act.” 

The same committee report urged continued action 
to obtain passage of the Bricker Amendment (S. J. 
Res. 1) and approved the principle of legislation 


which would reduce or remove the limitation on the 
deduction of medical and dental expenses for income 
tax purposes. It also opposed any further extension of 
the “Doctor Draft” Law beyond the present expira- 
tion date of June 30, 1955. 


The report said that “your Committee feels strongly 
that there should be no further extension of the 
“Doctor Draft’ Law. We feel that the legislation is 
discriminatory and urge the Committee on Legislation 
and the Board of Trustees to actively oppose any 
further extension.” 


The House acted to accelerate the development of 
voluntary health insurance by passing a_ resolution 
requesting the Council on Medical Service to proceed 
immediately with a special study of the problems of 
catastrophic coverage and coverage for retired per- 
sons. The Council was asked to present its findings and 
recommendations to the House not later than the 
1954 Clinical Meeting. The resolution pointed out: 

“There are two large groups of citizens for whom 
improved coverage could be offered under present 
prepaid medical care plans, namely: (a) those indi- 
viduals who suffer catastrophic or long-continued and 
highly expensive illness and whose financial resources 
are not adequate to meet the cost thereof and (b) 
those citizens who have retired and are living on small 
incomes and who are not eligible under presently 
existing public or private plans.” 

The resolution emphasized the medical profession’s 
“responsibility to make every effort to promote such 
prepaid medical coverage for all citizens whose cir- 
cumstances make them eligible.” 

Another resolution on voluntary health insurance, 
adjudged to be emergency business by the Reference 
Committee on Insurance and Medical Service, con- 
demns all insurance contracts which classify any medi- 
cal service as a hospital service.” The resolution re- 
affirmed previous actions of the House defining pathol- 
ogy, radiology, anesthesiology and psychiatry as medi- 
cal services. 

A second emergency resolution, which would have 
endorsed the principle of federally subsidized scholar- 
ships for prospective military personnel in order to 
encourage the building up of a career-basis medical 
corps for the armed forces, was referred by the House 
to the Board of Trustees for study and action. 

A resolution introduced by the Iowa State Medical 
Society, calling for approval of a joint-billing pro- 
cedure involving services rendered by two or more 
physicians, was referred to the Judicial Council, at 
the suggestion of the Reference Committee on 
Miscellaneous Business, with the recommendation 
“that the Judicial Council investigate the factors in- 
volved in the matter as presented and determine if 
there are new factors or new facets that would cause 
it to change the opinion” determined in 1952. 

The House approved a revision of one section of 
the Principles of Medical Ethics of the A. M. A., 
which clarifies the relationship of physicians to all 
forms of public information media. The revision had 
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been worked out by the Council on Constitution and 
Bylaws. 

In an effort to solve the publicity problems resulting 
from unethical practices by a small minority of doc- 
tors, the House referred to the Board of Trustees a 
resolution calling for appointment of a special com- 
mittee with broad professional representation to study 
all aspects of the problems. The Board was asked to 
study and implement the intent of the resolution and 
to report its findings to the House at the June, 1954, 
meeting in San Francisco. 

To clarify misunderstandings among physicians re- 
garding the rules and regulations of the Joint Com- 
mission on Accreditation of Hospitals, especially as 
they concern the role of the Department of General 
Practice in a hospital, the House adopted the follow- 
ing resolution: 

“That this House of Delegates urges the Journal of 
the American Medical Association and other official 
publications circulating among the medical and _ hos- 
pital professions, to acquaint the medical-hospital 
profession with the regulations, bylaws and_ their 
interpretations, and 

“That the Commission clarify the methods by which 
an aggrieved hospital or its staff may appeal a decision 
with which they are not in agreement.” 

In the field of medical education the House was 
“pleased to note” that a fourth grant of $500,000 had 
been made by the American Medical Association to 
the American Medical Education Foundation for 
financial aid to the nation’s medical schools. The 
Foundation reported that its 1953 income now totals 
$1,174,000 and that the number of contributors now 
is more than double the total in 1952. 

At the opening session of the House, Dr. McCormick 
in his presidential address made a strong appeal to 
the nation’s physicians for “action that will further 
the full confidence of the public in our profession.” 

“Good public opinion cannot be bought,” he de- 
clared. “It must be earned through exemplary conduct 
and genuine service in the public interest. Whatever 
money the A. M. A. and its constituent societies spend 
for public education and public relations is wasted 
unless individual physicians take wholehearted in- 
terest in assuring the success of these ventures.” 


GENERAL PRACTICE AND MEDICAL 
RESEARCH 

Dr. William B. Bean, one of the speakers at the re- 
cent scientific session of the American Medical Asso- 
ciation, held in St. Louis the early part of December, 
voiced a sharp protest against practicing medicine 
“in swarms” and “research by caucus.” He emphasized 
that general practice is the best field for medical re- 
search. 

According to a report of his address as carried in 
the St. Louis Globe-Democrat of Wednesday, De- 
cember 2, Dr. Bean, who is head of the Department 
of Medicine at the University of Iowa, Iowa City, 


“warned medical researchers that they are getting so . 


far away from human beings as a subject of study 
that they are in danger of treating them as ‘dry ab- 


stractions.’ 

The newspaper account reported Dr. Bean as 
illustrating his point by the failure of the medical 
profession to solve the riddle of insomnia despite ex- 
tensive research. 

“The place to get more facts” according to Dr. 
Bean, as reported by the St. Louis paper, “is in the 
busy life of medical practice, the observation on pa- 
tients, on family and on self. Researchers of our pres- 
ent day so often follow the template of technique—so 
that much of what passes for investigation is the 
mechanical echo of a method. Thus the results may 
become the routine accumulations of pedestrianism, 
not illuminated by ideas. 

“Perhaps the simplicity of the complaints (of pa- 
tients ) is unfashionable, but we owe them the courtesy 
of attentive thought. It takes no atom-smasher, to come 
to grips with the problem—but it does take time and 
thought.” 

Dr. Bean pointed out that the necessary clues to 
answers to medical problems are not likely to come 
from ‘peep-show specialists’ and that the belief is 
growing in some quarters that the thoughtful physi- 
cian who employs his time in concentrated observation 
of the sick may eventually provide the ‘flash of in- 
sight’ necessary for the solution of many medical 
problems. 

“There is real danger,” Dr. Bean said, “that our pa- 
tient may disappear as an entity, John Smith, and be- 
come in fact that dry abstraction, the common man, 
whose conception is presided over by a ‘conceptician, 
his birth attended by an obstetrician, his early days 
spent in the hands of a pediatrician, whose burst into 
adult life is in the hands of an ‘adolescentist,’ and who 
during life is buffeted about by all the ‘icians’ and 
‘ists.’ 

“At length, he begins to become unstrung under 
the careful guidance of a ‘climacterician,’ and finally 
the shriveling atrophy of old age is lubricated by the 
attention of a geriatrician, until bedeviled, bewildered 
and bemused, he falls exhausted off the end of the 
conveyor belt into the hands of the mortician.” 

Despite his partly humorous and in some instances 
rather caustic remarks about the methods and results 
of research by specialists, Dr. Bean concluded by 
saying: 

“In no sense are these remarks anti-scientific and I 
bow my head in awe and humility before the 
magnificent structure of modern science.” 


BILL FOR AID TO HEALTH PLANS 

A health insurance bill to provide Federal and State 
grants to assist voluntary non-profit prepayment health 
plans was introduced in both houses of Congress at 
the last session, by Senators Ives and Flanders and 
Representatives Javits, Hale and Scott. According to 
a report by the Research Council for Economic 
Security, “The plan provides that the premium for 
insurance be based on a percentage of the income 
of the insured with Federal and State grants-in-aid 
making up the difference between the standard pre- 
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mium and what the individual can afford to pay. The 
bill also places primary responsibility for the develop- 
ment of adequate health services with the states, local 
communities, non-profit health plans and the medical 
profession. Mr. Javits supported his argument for the 
bill by stating that a survey made by the University 
of Michigan Survey Research Center for the Federal 
Reserve Board revealed that nearly one-third of the 
15 million families in which the head is less than 45 
years of ege and where the children are under 18 owe 
medical bills. According to this source, of all the 
money spent privately for medical care in the U. S., 
about $1 out of every $9 remains as a debt to a doc- 
tor, hospital or pharmacist. This condition exists 
despite the fact that more than half of the nation’s 
population has some sort of insurance coverage against 
sickness. 


AMERICAN COLLEGE OF SURGEONS 


All members of the medical profession are invited 
to attend an information-packed Sectional Meeting of 
the American College of Surgeons to be held at the 
Hotel Charlotte in Charlotte, North Carolina, February 
1 through 3. 

The ACS policy of disseminating information about 
new and therapies to improve surgical 
standards continues as important to the College today 
as it was back in 1913 when the organization was 
founded for this purpose. Hence, although the meeting 
is designed for surgeons, it is open to all related fields 
with no restriction on attendance from outside the 
area. This meeting is the first of six scheduled for 
various parts of the United States, Canada, and 
London, England, trom Februuary through May. 

Dr. Thomas D. Sparrow will preside over the open- 
ing morning session, February 1, when Dr. Alfred 
Blalock of Baltimore will speak on Certain Aspects of 
Cardiovascular Surgery. A symposium on Trauma will 
follow, with William G. Whitaker, Jr., Atlanta, speak- 
ing on Injuries to Blood Vessels, Joseph R. Shaeffer, 
Washington, D. C., on Plasma Expanders, and Frank 
K. Kanthak, Atlanta, on Maxillofacial Injuries. 

Dr. Joseph M. Donald, Birmingham, will preside 
over the two afternoon panel discussions. The first, on 
Jaundice, will have Nathan A. Womack, Chapel Hill, 
as moderator and, as collaborators, Raymond M. 
Wheeler, Charlotte, Deryl Hart, Durham, and C. 
Frank Chunn, Tampa. The second panel, on Nutrition 
in Surgery and Pre- and Postoperative Care in the 
Aged, will have as moderator Isaac A. Bigger, Rich- 
mond, and, as collaborators, F. E. Kredel, Charleston, 
George D. Lilly, Miami, and John D. Martin, Jr., 
Emory University. 

Fred W. Rankin, President of the American College 
of Surgeons, and Paul R. Hawley, The Director, will 
speak at the official dinner on Monday evening. A 
symposium on Cancer will follow, with John C. Burch, 
Nashville, presiding. Speakers are James S. Krieger, 
Cleveland Clinic, “The Place of Surgery in Treatment 
of Uterine Malignancy,” S. A. Wilkins, Jr., Emory 
University, “Cancer of the Larynx and Pharynx” and 
Danely P. Slaughter, Chicago, “Diagnosis of Accessible 
Cancer.” 

Dr. Hamilton McKay, Charlotte. will preside over 
the morning session on the second day. Speakers and 
papers follow: 

Injuries to the Elbow. Thomas B. Quigley, Boston. 
Acute Surgical Lesions of the Intestine. Hilger P. 
Jenkins, Chicago. 

Thrombosis and Embolism. Alton Ochsner, 
Orleans. 


New 


Diagnosis and Management of the Mediastinal Tumors. 

H. H. Bradshaw, Winston-Salem. 

ACTH and Cortisone in Surgery. Brock E. Brush, 

Detroit. 

Dr. Alfred P. Jones, Roanoke, will preside over the 
afternoon meeting: 

Radical Versus Simple Mastectomy for Carcinoma. 

George G. Finney, Baltimore. 

nay Pelvic Surgery. Robert A. Ross, Chapel 
ill. 

Management of Surgical Disease Occurring During 

Pregnancy. John C. Burch, Nashville. 

Panel Discussion—Internal Fixation of Fractures 
Moderator: Peter B. Wright, Augusta. 
Collaborators: Julian E. Jacobs, Charlotte, H. Page 
Mauck, Richmond. 

A motion picture symposium will be held Tuesday 
evening, beginning 8:30 p. m., featuring Cine Clinic 
films recently shown at the Clinical Congress. The 
program will include the following films: 

Obstruction of Small Intestine. Charles G. Johnston, 

Detroit, and Rudolph J. Noer, Louisville. 

Pneumonectomy for Carcinoma. William E. Adams, 

Chicago. This film has been dedicated to Evarts A. 

Graham, originator of this procedure. 

Surgical Treatment of Diverticulitis of the Sigmoid. 

R. Kennedy Gilchrist, Chicago. 

Pancreatic Cysts. Charles B. Puestow, Chicago. 

The Tennessee Chapter of the American College of 
Surgeons will present the program on the final day, 
February 3. Charles D. Blassingame, Memphis, will 
preside over the morning program: 

Cysts of Pancreas—Etiology and Treatment. John E. 

Kesterson, Knoxville. 

Multiple Primary Carcinomata of the Colon. Edward T. 

Newell, Jr., Chattanooga, coauthor, Cecil E. Newell. 

Vagotomy and Antrectomy in the Surgical Treatment 

of Duodenal Ulcer. Leonard W. Edwards, Nashville, 

President of the Tennessee Chapter. 

Hypothermia in Cardiac Surgery. H. William Scott, 

Jr., Nashville. 

Massive Hemangiomas of the Liver—Diagnosis and 

Treatment. Harwell Wilson, Memphis. 

Acute Abdominal Emergencies in Infancy and Early 

Childhood. Clarence E. Gillespie, Memphis. 

Dr. William H. Sprunt, Winston-Salem, will preside 
over the afternoon’s clinicopathology conferences. Dr. 
Paul Kimmelstiel, Charlotte, will select two problem 
cases for conference and work-up of protocols. There 
will be audience participation, and results of the com- 
plete case with the final diagnosis by Dr. Kimmelstiel. 
Alton Ochsner, New Orleans, wili discuss Case I and, 
for Case II participants will be Thomas W. Goodwin, 
Augusta, and Leonard W. Edwards, Nashville. 

Medical motion pictures and Cine Clinic films will 
be shown each morning of the meeting. Among the 
films to be shown are the following: 

Fractures of the Humerus. Veterans Administration. 

Washington, D. C., William A. Larmon, Chicago. 

Tendon Injuries. Michael L. Mason, Chicago. 

Otoscopic Cinematography of the Tympanic Mem- 

brane and Middle Ear. Paul H. Holinger, and Kenneth 

C. Johnston, Chicago. 

Surgery of the Aged. Erwin R. Schmidt, Madison. 

Intestinal Obstruction Due to Ascaris Lumbricoides. 

Hilger P. Jenkins and Daniel J. Pachman, Chicago. 

Abnormalities of the Extrahepatic Biliary Ductal Sys- 

tem. I. S. Ravdin, Philadelphia. 

Ovarian Tumors. Herbert E. Schmitz, Chicago. 
Further information about this meeting or other 

Sectional Meetings may be obtained from ; 

Prather Saunders, Associate Director, The American 

College of Surgeons, 40 East Erie Street, Chicago 

11, Illinois. 
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ITS TREATMENT WITH DRAMAMINE® 


Whenever nausea, vomiting and vertigo 
are disturbing and complicating factors, 
Dramamine may be used with confidence. 

Keats! outlines the wide list of conditions 
in which Dramamine (brand of dimenhydri- 
nate) has proved valuable as follows: “It has 
been well established in the control of motion 
sickness. It has been used effectively in the 
prevention and treatment of seasickness, air- 
sickness, [in the treatment of] the nausea of 
pregnancy, Méniére’s syndrome, . . . radia- 
tion sickness ...and postfenestration reac- 
tions.... The site of action is imperfectly 
understood, but there is indication of an 
action of depressing labyrinthine function or 
its neural pathways, a highly selective central 
action, or both. Few side reactions of this 
drug have been noted.” 

The usual dose for motion sickness is 50 
mg. (one tablet) taken one-half hour before 
departure and, if necessary, before meals for 
the duration of the journey. Control of 
nausea and vomiting of other conditions and 
severe motion sickness is achieved, with 
minimal drowsiness, by a dosage of 100 mg. 
every four hours. 

“{Dramamine] is administered orally or 
rectally. ... The same doses may be admin- 
istered rectally by insertion of the tablet or 
other suitable form. . . .”” 

Dramamine Liquid is particularly useful 
for children. 

Dramamine is accepted by the Council on 
Pharmacy and Chemistry of the American 
Medical Association. 


1. Keats, S.: Ataxic Cerebral Palsy with Akinetic 
Seizures: Dramatic Response to Dramamine, J. M. 
Soc. New Jersey 50:53 (Feb.) 1953. 

2. Council on Pharmacy and Chemistry: New and 
Nonofficial Remedies, 1953, Philadelphia, J. B. Lip- 
pincott Company, 1953, p. 471. 


The Problem of Nausea and Vomiting: 


SEARLE Research in the Service of Medicine 


GANGLION 
COELIACUM 


THE VOMITING REFLEX: Vagus— nodose gang- 
lion solitary tract» spinal cord- cervical, thor- 
acic and lumbar nerves to diaphragm, cardiac sphinc- 
ter, stomach, abdominal and pelvic musculature. 
(After Krieg, W. J. S.: Functional Neuroanatomy, 
ed. 2, New York, The Blakiston Company, Inc., 
1953, p. 104.) 
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HEAL THYSELF 

The public always appear surprised that doctors 
should fall ill, as though hearing that a policeman’s 
house had been burgled or the fire station had gone 
up in flames. Doctors go sick fairly often, though they 
suffer differently from anyone else: they have only 
one disease, which presents both a mitis and a gravis 
form. 

The mitis phase is characterized clinically by the 
usual symptoms of malaise, headache, shivering, loss 
of appetite, coughing, and insomnia. It usually lasts 
several days, while the doctor does his surgery sitting 
in an overcoat and wonders why he’s becoming so 
bad-tempered. He shakes off his symptoms like a wet 
dog and makes a diagnosis of draughts, late nights, or 
over-work. 

When he wakes up one morning with black shapes 
in front of his eyes he sneaks down to the surgery in 
his dressing-gown and stealthily takes his tempera- 
ture. A hundred and four! This immediately ushers in 
the gravis stage of the illness. He snatches a textbook 
from the shelf and nervously flicks over the pages. The 
first disease he spots is typhoid fever. Prostration . . . 
headache ... cough .. . backache .. . he reads, run- 
ning his finger quickly along the symptomatology. He 
realizes nervously he has every one of these afflictions, 
locks the door, and tries to feel his own spleen. 

Admitting he is a desperately ill man he staggers 
to bed, bringing with him every medical and surgical 
textbook he can lay hands on. Once comfortable on 
the pillows he can see the problems of diagnosis more 
clearly. There are several more alarming diseases than 
typhoid to attract him, and after a while he becomes 
certain he is in the grip of either cholera, smallpox, 
or plague. He takes his pulse, inspects his tongue in 
his wife’s hand-mirror, and carries out a careful search 
of his entire body-surface for spots. Finally he settles 
for malignant endocarditis, a diagnosis that in his 
finals would have had him thrown out of the examina- 
tion room. 

He next faces the problem of treatment. Doctors’ 
houses are well supplied with drugs by the manu- 
facturing chemists, who supplement their advertise- 
ments in the morning mail with transparently-wrapped 
packets of samples. These are always stuffed into the 
bathroom cabinet where old tooth-paste tubes, rusty 
razor blades, and worn fragments of soap accumulate. 
Dragging himself out of bed, he finds a bottle of 
bright green pills and wonders what they are. He 
swallows a few and rummages about until he comes 
across some aspirins. Several more colored packets 
then attract him, and he starts mixing himself a 
therapeutic hors d’ oeuvre. 

Doctors require different doses from the general 
public. The patient who goes away with a prescription 
marked sternly ONE TEASPOONFUL IN AN EGG-CUPFUL 
oF Water Every Four Hours is frightened enough 
to assemble spoon, egg-cup, and kitchen clock and 
takes the dose as precisely as starting a race. But in 
the profession pills are generally taken in doses of 
One Hanprut Now anv Tuen (or if they are particu- 


larly small ones, ABpour a Dozen), medicine ad- 
ministered as A Lance Swic Pretry FREQUENTLY, and 
ointment and embrocations assumedly labelled Rus 
oN VicorousLy UNTIL ALARMED BY THE CONDITION 
OF THE SKIN. 

The doctor's wife, who has recognized for some 
days that he is suffering from “flu, suggests she 
summon one of his colleagues. But doctors, like 
animals, prefer to be ill alone. He refuses to see any- 
one; and when she insists on telephoning a_ rival 
practitioner the consultation is usually embarrasing 
and unhelpful: 

“Why, hello, Bill! Laid up, eh? Been taking your 
own prescriptions, ha ha!” 

“Hello, George! Decent of you to come. Needn’t 
bother about the old bedside manner in the trade, 
eh, ha ha!” 

“What's the matter with you Bill?” asks the visiting 
doctor. 


“Well, I think I've got polyarteritis nodosa, or pos- 
sibly methemoglobinaemia.” 
“Go on!” 


“Yes. What symptoms should I have?” 


“Oh, sort of pains in the limbs and so on.” 

“That's it exactly!” 

“Well, I hope you get better.” 

“Yes, so do I. So kind of you to come along pro- 
fessionally like this. Good-bye.” 

Doctors recover in a different way from ordinary 
people. A layman is told to stay in bed for an extra 
week, and take a fortnight at the seaside; but a doctor, 
after taking his temperature every half-hour for a day 
or so, suddenly discovers he is completely cured. He 
at once gets up and puts on his clothes, and either 
goes downstairs and takes the evening surgery or 
makes for the garden to catch up with his digging. 
As most doctors will admit, they can’t afford to be 
ill: they're not registered as patients under the 
National Health Service. 
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